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GERIATRIC PHYSICIANS GRADUATE MEDICAL
EDUCATION ACT OF 1986

THURSDAY, JUNE 26, 1986

U.S. SE,NATE,
SUBCOMMITTEE ON AGING,

COMMITTEE ON LABOR AND HUMAN RESOURCES,
Washington, DC

The subcommittee convened, pursuant to notice, at 2:45 p.m., in
room _SD-628, Dirksen &nate Office Building, Senator Charles E.
Grassley (chairman of the subcommittee) presiding.

Present: Senators Grassley and Matsunaga.

OPENING STATEMENT OF SENATOR GRASSLEY
Senator GRASSLEY. I am Senator Chuck Grassley, chainnan of

the Subcommittee on Aging of the Committee on Labor and
Human Resources, and my staff, I have been informed, _ilea already
told you what the _problems are. I will only bring one additional
one, and that is that our meeting for the Judiciary Committee hasbeen changed from two to three; but I have also been informed that
hopefully one of my very good colleagues, Senator Matsunaga, willbe here to continue the hearings, so hopefully, we will not be inter-rupted as far as the participants are concerned, and we can expe-
dite thiS then beyond where we were.

Now, I am sure that lot§ of you know what the purpose of the
hearing is today, but let me make very clear that it it to inquire
into whether we are training enough physician gerontologists and
geriatricians and whether those that are being trained, as well as
those who are presently in practice, have access to the most recent
advances in scientific and medical understanding about olderpeople.

The concern which prompts this subcommittee to call tliis hear-ing is not new but it is one that continues to be of major impor-
tance. It seems clear that the health care needs of older people are
coming very quickly to dominate the field of medicine, and indeed
our health care system generally.

According to a study done in 1980, 43_prcent of patients seen by
general practitioners on a typical day are between 65 and 75 years
old, and 47 percent are over 75 years of age. The implication for
the public sector of this increasing importance of older people to
the health care system are considerable,

According to 1984 data, public funding paid_for 67 k2ercent of the
total health care outlays for those over 65. The public sector paid
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88 percent of the elderly's hospital bills; 48 percent of nursing
home bills, and 60 percent of the bill for physicians! services._

In this context it betomes important to ask whether the prepara-
tion of our physicians; who treat older people and who make the
major decisions which allocate our health care resources; pays
enough attention to the special needs of the elderly.

According to at least some recent analysis, the answer is no._ One
assessment pointed out that the vast majority of undergraduate
medical education courses in geriatrics were elective. Only 1;2 per-
cent of the courses discovered by the surveir were required. An-
other analySis noted that although nearly 75 percent of the medical
schools in the United States offer elective courses in geriatrics,
Only 4 Percent of the medical students take them.

Finally; and of utmost importance to our concerns be fore this
subtommittee this very day, there are less than_ 400 geriatric teach=
ers available today; yet we have more than 800 residency training
programs which each require at least two geriatricians to teach
future physicians of the elderly.

In order to get a better picture of the situation with respect to
medical educatiOn M geriatrics, we will take testimony on a
number of more _specific questions. These will deal with, firit of all,
do older _people differ from younger people in ways that have impli-
cations for medical practice, and is there a body of kno*ledge
about these difference& Second, if there are differences; do-they
have implications for the training_ of medical practitioners? Third,
what is_the present and near-term future availability of appropri-
ately trained medical personnel? And fourth; what are feasible and
reasonable ways to train additional numbers of such physicians,
should that be deemed necessary?

Some of the witnesses will also comment on a bill, S. 2489, which
is designed to make a mcdest contribution to improving the educa-
tion in geriatrics of_ primary care physicians. This bill *ab intrO=
duced by &hat& Kennedy with Senators Heinz; Metzenbaum,
Glenn, Rockefeller, and myself.

The bill fvOtild amend section 788 of the Public Health Service
Act. The bill makes available an additional $4 million for the pur-
pose Of expanding present programs and creating new programs to
train physicians who plan to teach geriatric medicine.

It is the hope of the sponsors that if passed into law, this pro-
gram would produce an additional 900 physicians by the year 1992,
appropriately trained to teach our residents and practicing physi=
cians the essentials of geriatrics.

It is important to point out that it_ is not the intention Of this bill
to contribute to the development of a geriatrics specialty; rather;
the idea is to provide quality training in geriatrics to _primary care
physicians who will be called on to work with older patients in thefuture.

Neither is the bill designed to produce additional physicians; The
purpose is rather to increase the amount of training devoted to the
special needs of th elderly.

Finally, the funding level for the prograrn envisioned is modest
but appropriate, given our present concerns about the Federal
budget deficit.
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At thiS point We will receive for_ the record the opening state=
ments of Senators Mate linage and Metzenbaum and prepared state-
menta by Senators Heinz and Glenn.

[The staternente referred to follow:)

OPENING STATEMENT OF SENATOR SPARK MATSUNAGA
Senator MATBUNAGA. Thank you; Mr. Chairman. As a cospOnSor

of S. 2489 and S. 1100, I appreciate having this opportunity to ex-
press my SUPport for legislation to increase opportunities for educa-tion and training in geriatrics and gerontology.

The need for improvements in geriatric and gerontological educa-tion and training iS Self-evident to those mho keep up with demo--
graphics. In 1900, only 4 percent Of the U.S. population was aged 65
or older, while those aged less than 19 years made up 44 percent of
the population. By 1980, the proportion Of people aged 65 years and
over had increased to 11 percent and it is expected to reach 20 per

i
-cent early in the 21st century. This is due n part to improvementsin health care, nutrition and our environment, but it ale() reflects

the baby booth Of the period immediately prior to 1920 and that lin=
mediately following World War IL

It is_perhaps even more significant that the fastest growing seg-
ment of the U.S. population iS represented by those aged ao years
and over. By the year 2000, it is estimated that one half Of the el-
derly _population will be over age 75, and the remaining half aged65 to 75. It is interesting _to note that, today, over 200 people in this
country celebrate their 100th birthday every week.

In eastern cultures, such as Japan and China, age is veneratedand the elderly are regarded as repositories of wisdom. In the
West, and perhaps especially in the United States, which has
always regarded itself as a young country, just the opposite is often
true. We celebrate the youth culture and the old are often isolated
and forgotten. While previous Congresses have examined thig prob-
lemenacting_the Older Americans Act and Medicare; for exam-plemuch remains to be done if We are to address adequately the
needs of the groWing numbers of older Americans. Meeting theneed for more specialists in gerontology and geriatrics is an excel-lent way tb Start, and, as the ranking_ minority member of thiS Sub=
committee, I welcome the vielivS of the witnesses testifying today.Thank you.

OPENING STATEMENT OF SENATOR METZENBAUM
Senator METZENBAUM: Mr. Chairman, I wish to commend you for

holding this hearing So important to the future mell-being of all ofus. I've been pleased to join with you and Senators Kennedy;
Heinz, and Glenn in sponsoring the Geriatric Physicians Graduate
Medical Education Act of 1986.

I believe we are all aware of the need to prepare for the graying
of America ln just 35_yearS, Over 13 percent of the population will
be oiler 65, including all of us. In just 15 years, the over 85 group
will more than doUble, and that includes some of us. So, it's en=
couraging to see this focus on national policy that pays attention to
the demographic changes in our future.
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We've learned that, currently, fewer than 100 geriatricians are
being produced nationwide each year, andthere_are fewer than 400
faeulty-level geriatricians available to Staff the 800 residency train-
ing programs in internal medicine and family practice. And yet, it
seems self-evident that every physician who cares for adults should
know about the diagnosis and treatment of the diseateS=the physi-
cal and mental disabilitiesto which the elderly may be especially
vulnerable, and should know about elderly patient management.

I take great pride in my home State, Ohio, which is in the fore-
front of support to its medical Schools for offices of geriatric medi-
cine.

Almost a decade ago, the Ohio General Assembly passed legisla-
tion to establish a budget line item for this purpose. Ohio's experi-
ence provides a useful model for_geriatric education nationally.

Alzheimer's disease has long been a concern of mine. In the last
few years, I have sponsored several bills to address problems related
to Alzheimer's diseasa Certainly, there is no question that an
increasingly older population will requite that primary care physi-
cians be educated and skilled in strategtes for maintaining quality of
lifethroughout the extendedyearS of life.

We all hope for more years in our life, but we also hope for more
life in our years. Gobd preventive care, good medical care should
add a better quality oflife to our extended life span.

I strongly support S. 2489, The Geriatric Physicians Graduate
Medical Education Act of 1986. It it; an important step forward to
the ultimate goal of training the faculty needed as educators in
geriatrics for,other relevant health professions, as well.

I look forward to the testimony of these knowledgeable witn6S-666,
so that we can better determine the medical treatment needs of the
elderly, and reasonable ways to train the additional numbers of
geriatric physicians that will be needed.
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STATEMENT BY SENATOR JOHN HEINZ

Before tho Aging Subcommittee, Labor and Human Resources Committee

Good Afternoon. Today we are here to Cenaider a modeut but

timely investment that ia critical to this Nation's ability to care
for a greying society: the training Of physicians in geriatric

medicine.

Older Americans in their 70s SOsi and 90a tepresent the

fastest growing segment Of our population and the heaviest users Of

our health care system. Yet we are woefully illprepared to handle

the special ehällenges of caring for these older patienta; In

testimony before the Special Committee on Aging, experts have told me

that phySicians are not trained to cope with the Multiple and complex

medical problems typical among the elderly. This type of innocent

ignorance can lead to drug misuse, miedidghebis and even death.

Unless we aet nOw, severe shortages of properly trained phySidians

could lead to widespread and
unwarranted malpractice wrought 'on the

elderly;

Today very few practicing physiciana and an equally small

number of medical students are trained in geriatric medicine; Out of
the 520,000 doctors nationwide, chIy 922 are geriatric phyeicians. By
1990 -- Only four years away -- a National Institute On Aging study



estimates we will need nearly nine times that number to care for the

growing number of aged patienta

Our lack of practitioners stems from a critical lack of faculty

able to train medical students in geriatrics. According to the same

NIA report, we will need a minimum of 900 additional geriatric faculty

before the year 2000. The bill before you, the Geriatric Physicians

Graduate Education Act of 1986, would provide the financial support

needed to train physicians as educators in the specialty of geriatrics

in order to meet the NIA goal. Specifically, the biII would fund

three training programs: one-year of geriatric training for mid-career

academic physicians; and one- and tWo-year geriatric training for

medical students specializing in family and general medicine who have

expressed an interest in teaching.

The bill under consideration is one of a series of

prescriptions which have been written to address the shortage of

health care personnel with geriatric training. Earlier this year I

fought to protect geriatric training from cuts in Medicare funding for

graduate medical educatin in the Consolidated Omnibus Budget

Reconciliation Act. Last fall, we passed the Health Research

Extension Act, calling on the Secretary of Health and Human Services

to recommend how specific numbers and types of health personnel can be

trained over the next four decades to care for the elderly.

While Congress looka forward to hearing from HHS next spring,

we should not hesitate to take action now on the measure before us.

t
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For a smaII investment of $4 million a year, this bill win yidId

compounded interest by educating hundrede of faculty, who, in turn,

win train thousands of medical students to care for our aging Nation.

That's a dial we can't afford to pass up.
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SENATOR
JOHN GLENN
503 HART BUILDING
WASHINGTON, DC. 20510 (202) 224-3353

STATEMENT OP SENATOR JOHN GLENN

AT A HEARING OF THE

LABOR AND HUMAN RESOURCES SUBCOMMITTEE ON AGING

Mr. Chairman, as the senior Democratic member of the Senate_
Special Committee on Aging, /-am-pleased to have this opportunity
te add my Strong support for S. 2489, the Geriatric Physicians
Graduate Medical Education Act of 1986. I was pleased to join you
in introducing this legislation because I believe it represents an
important step_tOward_insuring_that our_nationls_health care
providers are adequately trained in geriatric medicine.

Howeveni before I make my case ror_S-2489_;_l_wocId_Iike_to
commend you and Senator Kennedy for bringing Committee attention to
this_important_bill.- All too-frequently, we-in the Senate-see
meritorious legislation languish,Without_actiOn and sometimes_ _

without reason, in committee. Your hearing today is particularly
noteworthy_because_it makes it_possible-that J. 2489 will gain
congressional approval before the 99th Congress adjourns.

The need for legislation like S. 2489 should-be obvious. -We
all know our population is aging and we all should know that it is
time for us to plan for these demographic changes. Ry the year
2025,_20 percent of our_population_will be over 66. Understanding
this and keeping in mind that the largest percentage or the U.S.
health care dollar is-spent on the health needs of older Americans,
simple_common sense dietates_that_we make_sure the providers taking
care of our elderly are sufficiently trained in geriatric medicine.

The current Critical: Shortage or trained health care
professionals was fully documented in the 1984 National Institute
on Aging "Report on Education-and Training in Geriatrios and
0erontology._" This repOrt_pOinted_oct that_a_growing_demand For
hospital, long-term care and community services will clearly
accompany the demographic changes in the elderly population.

Currently there are fewer than )400 faculty level geriatricians
available_to staff_more than 800 training programs in Internal
Medicine and Family Practice. S. 2489 provides incentives_(through
faculty support) to expand current geriatric fellowship programs
and to develop new programs. This approach should provide, within

1 2
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five years, a sufficient number of trained faculty members to staff
all Internal Medicine_and_family Practice residency training
programs across the country.

Preparing now to have adequateIy_trained personnel in-the
health care field is good public policy, not only because it id
humane,_bUt_because it will also prove to be cost-effective in
terms of diagnosis, treatment,_and prevention. Without adequate
research and trained practitioners, we cannot expect the medidaI
and_technoIogical_breakthroughs needed to combat the various
diseases and condition.; that particalarIy_dffect_the elderly, such
as Alzheimer's disease and other dementias, arthritis,
osteoporosis,_coronary heart disease, hypertension, and cancer. Not
only are these conditione devastating to_the_affected_individual
and his or-her family and friends, but they are costly to each and
everyone of us.

--I-view the Geriatric Physicians Graduate Medical Education Act
of_1986_as_a first_step_up_the ladder of-success toward adequately
training the health care providers who will be responsible_for_
taking care of our ever-increasing elderly population. This bill
le important_in thet_it_addresses the weaknesses-we currently face
in the Internal Medicine and Family Practice field._ Howevert_it
does not address the shortages of faculty adequately trained in
geriatrics_and_gerontoIogy_who_teach-our_nurses, geriatric
dentists, social workers, occupational therapiets, optometrists,
pharmacists, podiatrists, respiratory thdrapists, and who would
encourage reeearchers to_concentrate on the biomedical, behavioral,
and social problems of the elderly.

Last year, I joined Renator_Heinz_in_introducing S.-1100,-the
Geriatric Reeearch, Education, and Training Act of 1485 (GREATI,_
which_proVides_for_a much more comprehensive framework to address
our shortages in these other fieIda-. Although it appears unlike).y
that Congress will act on the GREAT bill this year, I reMain
admitted to_tbis legislation and will continue to work for its
passage. However, I cannot and will hOt Wait around for action on
S. 1100. Therefore, I am strongly supporting S. 2489 as a more
mjdest, but necessary, first step.

I am proud to say that my home State of Ohio was the first
State to provide financial_support to each of its seven medical
schools to establish offices of geriatric medicine. In 1977, the
Ohio General Assembly enacted legislation which established a
separate_line item_in_the higher_education budget-to do this.
Funding has risen from $390000 in fiscal yeat_1979 to $1.27
million in fiscal year 1986. This experience has provided us with
numerous innovative approaches-to educating me.lical students and
practitioners about the needs of elderly patients and has
stimulated exciting new research.
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The Congress can provide the leadership to ensure that Ohio's
innovations_in_geriatrIc_education_are_possibIe_on_a_national
basis. This experience needs to be replicated throughout the
country if we hope-to overcome the well-documented shortages of
adequately prepared_heaIth_care_professionaIs_to_meet_the_challenge
of our rapidly growing aging population. I believe that the
Geriatric Physicians Medical Education-Act of 1986 wIll-help us
meet_this_challenge head-on_and I wouId_hOpe_that_today's_hearing
represents the Senate's first step towards assuring its passage
thls year.



11

Senator GRAMM'. I will now so to the intrOduction of the panel.
We are going to first hear from Mr. Thomas Hatch, who is Director
of the Bureau of Health Professions of the Health Resources and
Servicea Administration. Mr. Hatch will be followed by Dr. T.
Franklin Williams, who is the Director of the National Institute on
Aging of the National Institutes of Health.

thank you very much for being patient, as I have already said,
and would ask that you would start out, Mr. Hatch, and then go to
Dr. Williams, and then We Will have questioning at the end.
STATEMENT _OF THOMAS D. HATCH, DIRECTOR, BUREAU OF

HEALTH PROFESSIONS, HEALTH RESOURCES AND SERVICES
ADMINISTRATION, DEPARTMENT OF HEALTH AND HUMAN
SERVICES; AND Mt T. FRANKLIN WILLIAMS, DIRE-TOR, NA-
TIONAL INSTITUTE_ ON AGING, NATIONAL INSTITUTES OF
HEALTH, PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH
AND HUMAN SERVICES

Mr. HATCH. Thank you, Mr. Chairman. With your permission,_inthe interest of time, I will ask that my prepared statement be en-tered in the record, and I will abbreviate it in order that We canmove on to the other statementS.
Senator GRASSLEy. Yes, it will be included in the record ab Sub:mitted.
Mr. HATCH. I am pleased to be _here today to discuss geriatric and

gerontological education and training needs of the Nation's healthwork force, and in particular, physicians : am most pleased to beaccompanied by Dr. T. Franklin Williams, Director of the NationalInstitute on Aging.
.During the last Several years, a variety of support for training in

geriatric medicine has been provided through the authorities of
title VII and title VM of the Public Health Service Act. This sup-port has been channeled through broad program_authorities underthese titles and, Since 1983, through targeted support for geriatric
education centers funded under section 788 of the Public HealthService Act.

The primary care training authorities encourage geriatric train-ing through medical residency training programs and faculty devel-
opment programs in family medicine and general internal medi-cine.

More targeted support for geriatric training is_provided through
section 788. Under this section, 20 geriatric education centers arepresently funded to provide a comprehensive range_ of trainingwithin specific geographic areas. All 20 centers involve the im-
provement of geriatric training in schools of medicine.

By September 1986, we expect that approximately 4,700 individ-uals will have received training ranging from one-on-one clinical
experiences of 6 months' duration to attendance at short-term con-
tinuing education seminars. These individuals include physicians,among others.

In working with the National Institute on Aging in the develop-
ment of the February 1984 Congressional Report on Education andTraining in Geriatrics and Gerontology, the committee of Federal
representatives and its e.,:pert consultants recognized the need for

1'5
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faculty development and attempted to quantify faculty targets for
the years 1990 and 2000. Dr. Williams will describe that effort.

Fellowship programs funded through the Veterans' Administra-
tion. the National Inttitute on Aging, and the National Inrititute of
Mental Health are producing between 100 to 140 din icai and basic
science faculty per year, with about 70 percent coni inutng in full-
time geriatric academic positions.

We helieve the shortfall in geriatric faculty is lessening as we
move dower to 1990. We would alto point out thet . the private
sector interest, particularly foundations, in this area, is growing, as
is that in the medical community itself.

It is believed that the combination of existing programs, includ-
ing a new reimbursement incentive included in the Consolidated
Omnibus Budget Reconciliation Act, which provides a special 2;
year exception for individuals in_ geriatric fellowships, the numer-
ous private sector intiatives, the building of momentum for change
within the medical community, and a likely increase in State and
local government intereat in this area, will result in a shift of addi-
tional resources toward the preparation of physicians and other
health professionals to provide necessary bervices.

Thank you.
Senator GRAMMY. Thank you, Mr. Hatch.
[The prepared Statement of Mr. Hatch and responses to questions

submitted by Senator Grassley followq
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THOMAS D. HATCH
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Mr. Chairman and Members of the Subcommittee:

I at pleased to be here today to discuss geriatric and gerontological

education and training needs of the Nation's health work force, and in

particular, physician: I am most pleased to be accompanied by Dr. T.

Franklin Williams, Director of the National Institute on Aging.

During the last several years, a variety of support for training in

geriatric medicine has been provided through the authorities of Title VII

and Title VIII of the PHS Act. This support has been channeled through

broad program authorities under these Titles and, since 1983, through

targeted support for geriatric education centers funded under Section 788

of the PHS Act.

The primary care training authorities encourage geriatric training

through medical residency training plograms and faculty development

programs in Family Medicine and General Internal Medicine as well as the

Area Health Education Centers program. In FY 1985, about half of the 383

accredited graduate programs in family medicine were funded by the Bureau

of Health Professions. Of this number, 72, or approximately 50%, used

some funding to provide geriatric training. (This represents about 25%

of the family medicine graduate programs nationwide.) A sizable number

of Family Medicine grant awards for residency training and faculty

development also utilized a portion of the funding for training in

geriatrics. Of 91 awards in FY 1985 for General Internal

Medicine/GeneraI Pediatrics Residency programs (some are joint), 38

grantees provided some geriatric medicine

1
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training to an estimated 190 residents. Six faculty received geriatric

training under the General Internal Medicine Faculty DevelOptent Grant

PrOgrAM. (An estimated 72 faculty were supported by the grant program in

FY 1985.)

More targeted support for geriatric training is provided thrOngh Seetion

788; Under this section, 20 geriatric education Centel-a Are presently

funded to provide a comprehensive range of training within specific

geographic areas; These centers provide training opportunities in

geriatrics and gerontology for faculty of medical and osteopAthie And

Other health professions schools. They include MUltidieciplinary

consultation and assistance in geriatric curriculum development as well

as support for continuing education. All 20 centers involve the

imprOvetaht of geriatric training in schools of media-he. The Majority

of centers also involve nursing, dentistry, phattheey, social work,

occupational therapy and physiCal therapy. By September 1986i

approximately 4,700 indiViduals will have received geriatric traihihg,

rangihg frOt one-On-one clinical experiences of 6 months duration to

Attendance at short-term continuing education deal-Al/its.

The Title VII authority specifically allows support kor the traihihg And

rettaihihg Of faculty to provide instruction in the treatment of health

prOblems of elderly individuals.

In working with the National Institute on Aging in the development Of the

- 2 -
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February 1984 Congressional Report on Education and Training in

Geriatrics and Gerontology, the committee of Federal representatives

(including HRSA) and its expert consultants recognized the need for

faculty development and attempted to quantify faculty targets for the

years 1990 and 2000. Dr. Williams win describe the entire effort in

more detail, as well as a congressionally mandated study now underway to

determine personnel needed to meet the health needs of elderly Americans

through the year 2020;

There have been several attempts to estimate the number of faculty

teaching gerontology and geriatrics in health .rofessions schools. While

most medical schools (91 percehE) have indicated that they have training

programs in aging or geriatrics, these progrmns vary enormously, ranging

from comprehensive campus-wide programs to a single part-time faculty

member. Data obtained in preparing the DHHS report indicate that there
-

are fewer than 300 medical school faculty members or about 2.5 full-time

faculty equivalents per school. A recent survey of the members of the

American Geriatrics Society and the Clinical Medicine Section of the

Gerontological Society of America confirmed that no more than 250 to 300

faculty members in U.S. medical schools have a major commitment to the

field of geriatrics.

It has been suggested that 9 or 10 clinical faculty and the same number

of basic science faculty are necessary for an integrated clinical care,

teaching, and research program in geriatrics and gerontology for medical

- 3 -
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students and house staff. Fellowship programs funded through the

Veterans AdMiniOtration, National Institute on Aging and National

Institute of Mental Health are producing bett4den 100-140 clinical and

basic science faculty per year Uith abodt 70% continuing in fulltime

geriatric academic pogition4. So the shortfall in geriatric faCuIty is

lessening as.we move closer to 1990.

In keeping with one of the reeentenditions of the Report to Congress,

that the Department indrease training in this area by strengthening

existing programs, the N/A has introduced several new approaches.
_

Dr. Williams will elaborate on those Aetivities.

In terms of other related activities at the Federal level, the VeteranS

Administration is Oresently supporting 50 physician fellows in

geriatrics. Postresidency physicians with badkgrounds in internal

medicine and otheL appropriate specialties (family practicei neurology,

psychiatryi phyaidal Medieine and rehabilitation) participate in it 2yehr

cllnicaUeducational/research program providing spedialized training in

geriatric medicine. Since its inception in 1978-79, 128 fellows have

graduated. About 90% centinUe te practice geriatric medicine and more

than 70% hold adaddMin appointments.

In FY 1986, postdoctoral training within the N/MH includes an estimated

12 Geriatric Mental Health AU/arils, facilitating
career reorientation for

psychiatrist faduIty interested in developing more of a researCh feedS

within their department or school. A number Of Clinical training

programs in mental health and aging emphasize postgraduate specialty
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training through faculty development and fellowships, further increasing

the pool of potential faculty members. It is estimated that about 36

physicians will complete such training.

OVer the past several years, the Administration on Aging has funded

eleven Long-Term Care Gerontology Centers to assist in the development of

a continuum of care, particularly community-based care, for older persons

in need of such services. Some of the Centers have developed, supported

and strengthened various geriatric training programs in medicine and

psychiatry.

We would also point out that private sector interest in this area is

growing. Pfizer Pharmaceuticals, with cosponsorship of the American

Geriatrics Society, recently awarded geriatric medicine fellowships for

up to two years of clinical and research treming. The Brookdale

Foundation has awarded research fellowships in the field of aging. The

Bartford Foundation has initiated a program of geriatric faculty

development awards geared to retraining existing medical school faculty.

The medidaI profession itself is increasingly responding to the geriatric

imperative. The Federate,1 Council for Internal Medicine has recently

acknowledged deficiencies in residency training in geriatric medicine and

made recommendations for improvement. The American Geriatrics Society

has drafted Guidelines for FellowShIp Training Programs in Geriatric

Mcdicinc for submission to the Residency Review Committee for Internal

Medicine of the Accreditation Council for G.

- 5 -
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It is beIieVed that the combination of ekiaCing programs, a new

reimbursement incentive incIdded in COBRA (which provides a speCiSI

2-year exception for indiViduals in
geriatric fellowshipt); the numerous

private sector initiatives,
a building momentut fot ahange within the

medical education community, and a likely increase in State/local

government interest in this Arna will result in a shift of additional

resources toward the ireparation of
physicians and othet health

_
professionals to provide necessary services;

/ would like to ask Dr. Williams
to present his comments now, After Which

we will be happy to AnsWer your questions.
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Responses by Thomas Hatch
to Additional Questions from Senator Grassley

Question. As I noted in my opening statement, around 43 percent of

the individuals seen by general practice physicians on any day are

between 65 and 74 and 47 percent are over 75 years of age. This

information is from a 1980 article hy Kane and others. This seems to

imply that the typical primary care physician should know a lot about the

special medical needs of the elderly. Would you agree with this

statement?

Answer. Yes, I would agree.

Question. Would you agree with the point which will be made by

subsequent witnesses to the effect that we should not create a geriatrics

sub-specialty, but rather that every primary care physician who has a

substantial percentage of older persons in his or her practice should

have comprehensive training in geriatrics?

Answer. Decisions with respect to the establishment of new

specialties or sub-specialties are made within the medical profession. I

understand that the American Board of Internal Medicine and the AMerican

Board of Family Practice are both moving toward certification of

competency in geriatric medicine, rather than the establishment of a

formal sub-specialty. I certainly agree that every primary care

physician should be competent to deal with the special problems of older

people.

Question. In order to do this, is it not important to have teaching

faculty in sufficient numbers to teach medical students and primary care

24
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residents the essentials of geriatrics?

Answer. Yes, it is important to have sufficient faculty to teach

medical students and primary care residents the essentials Of

geriatrics. This need was deedhented in the Report on Ed.cation and

Training in Geriatrics-and-Gerontology, submitted by the Department in

1984.

Question. How many academic geriatricians would you say we need by,

say 1990? Does the Department hive any official estimates or goals with

respect to this?

. Answer. The 1984 Report-on-Education and Training in Geriatrics and

Gerontology set C Oinimum target of 600 physician faculty prepa'red te

teach geriatrics, as a primary committent, ih U.S. medical schools by the

year 1990; The target for the year 2000 is 1,300 physician faculty.

These estimates relate to the hiiic or undergraduate level of physician

education, although some overlap of faculty Who' teach undergraduate

medical studente ihd primary care residents may be presumed.

QuestiOn. You point out in your testimony that at ptesent there are

fewer than 300 medical sChtoe1 fienItY meMbers who have a major commitment

to the field of geriatrics. As you know, thete are about 800 separate

training prograMs fet thiii primary care physicians who will be tail-rig

care of older adults. Given these numbete Would you agree that there is

a shortage Of geriatric teaching faculty at the present tiMe?

Answer. I would agree that there is a shortage Of faculty to teach

geriatrics. The Repott oh Edheation and Training-in-Gerintrics and

25
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Gerontology indicated that there are too few teachers with geriatric

expertise who can teach future physician providers and it proposed

increased emphasis on expanding the number of faculty with expertise in

geriatrics and gerontology.

Question. In your statement, you reviewed some of the recent

developments which indicate that more physician geriatricians should be

produced in coming years. Is your position that sufficient teaching

fatuity will be created by these activities in an appropriate period of

time? I don't believe you made a categorical statement about that in

your remarks.

Answer. As I indicated in my statement, progress is being made

toward attainment of the minimum targets for 1990 and 2000. Fellowship

programs funded through the Veterans Administration, National Institute

on Aging and National Institute of Mental Health are producing between

100-140 clinical and basic science faculty per year, with about 70%

(70-98) continuing in full-time geriatric academic positions. If the

current emphasis on the need for geriatric faculty contir.es, we believe

significant progress toward meeting these goals can be made, through the

above programs as well as through increasing non-federal support.

Question. Does the Department have estimates of the number of

teaching faculty which wilI be created by the activities to which you

referred in your testimony?

Answer. In terms of the Title VII primary care training authorities,

as I pointed out in my testimony, geriatric training ia encouraged as

part of Family Medicine and General Internal Medicine faculty development



programs.

With respect to the Geriatric Education
Center Program that I desctibid

in my testimony, approximately 4;700
individdals will, by the end of FY

1986; have received training since the inception of the prograd in FY

1983. Of these, approximately 3;000 ate expected to serve as faculty of

health professions education programs or have significant in-seivice

training responsibilities. The nature of this training, as I pointed out

in MY testimony, is variable in length and intentitV. It is,

essentially; a tailored faculty development effort, often using multiple

approaches to accommodate the availability Of fedulty in certain

geographic areas. To the extent that training experiences are open to

practitioners; residents; fe1164s, and graduate students, as well as to

existing faculty, they attract some individuali Whe ate entirely new

health professions teaching faculty. The primary emphasis; however; ii

on the development or enhancement of geriatric teaching capabilities of

eXisting health professions faculty and in-service trainert who need and

want strengthening in this Atte.

Question. How muth of the total appropriation for section 788 goes

for faculty training and retraining as mentiened in inbsection (d)(1)(D)?

Answer. In FY 1986; approximately $6;4 Million of the $8 million

appropriated under Section 788 will be awarded to Geriattit Education

Centers. Faculty development, which encompasses training and

retraining, occurs within each of the centers, but amounts for this

purpose are hot separately budgeted and are closely linked to other

purposes mentioned in Section 788(d). HOWever, in FY 1986 we estimate

that about 60%, or $3.8 million, of grant funds will be OtiIized to

bla 7



support faculty training or retraining for medicine ing, and other

health professions.

Question. Could you be specific as to how this money is used?

Answer. Funds for the Geriatric Education Centers are used to

provide a comprehensive range of educational services within targeted

geographic areas including:

(1) training of health professions school faculty in geriatrics and

gerontology.

(2) geriatric curriculum consultation and related assistance to

health professions training programs.

(3) other educational services such as continuing education for

practitioners and educational information referral systems.

The pooling of resources in geriatrics education is emphasized. A total

of about 155 academic institutions and other organizations are directly

affiliated with the 20 Geriatric Education Centers.

A variety of different approaches to faculty development have been

employed, but the common goal is to stimulate a ripple effect by

enhancing the geriatric knowledge and skills of existing health

professions faculty or by training practicing professionals who are in a

position to introduce geriatric content into health professions education

programs. A key element is to make training available through centers

with special expertise and resources in geriatrics, and follow this up

with technical assistance and teaching materials provided by the center

to the faculty at their home schools.

Question. How many new geriatric faculty does this support result

28
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in, in any given year?

Answer. I would again peint out that the programs of our Geriatkie

Education Centers utilize a variety of approaches to faculty development,

with emphasis on enhineeient and retraining of existing faculty; With

the expansion of the Geriatric Educatien
Center Program in FY 1985 from

four to 20 centers, we expect that
some significant number Of faculty

each year will participate in
OdUdational experiences to better prepare

them to teach geriatrics.
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&nator GRAMMY. Now, Dr. Williams, please.
Dr. WILLIAMS. Thank you, Senator Grassley. I too would like to

submit my written testimony for the record and will summarize
here.

Our success in responding to the health care ne-kis of the rapidly
growing numbers of older people wilL depend upon our ability to
develop a critical mass of teachers and investigators in the emerg-
ingdisciplines of geriatrics and gerontology.

The need for more individuals trained in these fields has been
highlighted in studies and reports by the Institute of Medicine, the
Association of American Medical Colleges, and more recently, the
New York Academy of Medicine.

As noted by Mr. Hatch, in 1983 the House Committee on Appro-
priations directed the Department of Health and Human Services
to submit a plan to improve and expand_ training in geriatrics and
gerontology. I will review here some of the highlights of the report
that was submitted in response to that directive and describe some
of the new initiatives being developed by the National Inatitute on
Aging as part of this response.

In the near future, the mkority of all users of health and health-
related service% with the obvious exceptions of obstetric and pedi-
atric care, will be individuals over the age of 65. Better trained pro-
fessional and supportive personnel are needed to provide services
to the older citizen more effktively and economically. hi addition,
the training of a new generation of gerontological and geriatric re-
search investigators will help assure the more rapid development
of new preventive and therapeutic approaches to age-associated dis-
ease and disorders.

The anticipated es:alation of health care costs related to our in-
creasingly aged population can be most effectively reduced by ex-
thnding the healthy years of life and decreasing the years of dis-
ease and disability through medical research.

&cause of the wide scope of both gerontology and geriatrics, edu-
cation, and training initiatives in these fields should be targeted
toward ahnost all health and human services _professionals and
allied personnel._ Students entering all health professional fields
must acguire a basic knowlklge of the iwing process and factom
which appear to influence itThe knowledge base in gerontology is
expanding rapidly, and a sufficient body of information is ready for
dissemination._

How mans faculty presently teach gerontology and geriatrics in
health professional schools? While most schools have indicated that
thelr have training programs in these fields, the programs vary
enormously, ranging from comprehensive, clunpuswide programs to
a single pai:t-time faculty member. Data obtained in preparing our
report indicate that there are fewer than 300 medical school facul-
ty members, or about an average of 2.5 full-time faculty equiva-
lents per school. This is clearly inadequate.

It has been suggested that 9 or 10 clinical faculty and the same
number of basic science faculty are necessary for an integrated
clinical care, teaching, and research program in geriatrics and ger-
ontology. At-present,--the National Institute on Aging, the National
Institute of Mental Health, and the Veterans' Administration are

30
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training between 100 and 140 new individual§ per year; others arebeing trained through other mechanisms in our country.
The Nation needs to_expand effortt to create the geriatric faculty

to meet these need& The academic community, along With the pri-vate sector, needs to share responsibility with the Federal, State,
and 16ca1 governments to reachthese goals.

How can we train sufficient faculty for educational and training
programs in geriatrics and gerontology? Our Institute, the NationalInstitute on Aging, has responded with _several new approaches,_in-cluding the Geriatric Leadership Academic Award.a grant pro-gram to supwrrt senior faculty who will provide leadership in stim-ulating and guiding the development of programs for _research andtraining in geriatrics and gerontology. This initiative it specificallytargeted to those institutions which currently do not have exten-Sive programs in aging.

In addition, we have added awards for fellowship potitiont to ex-iating training programs where we can take advantage of estab-lished training programs to train more people with an orientation
toward leadership in aging and geriatrics. There _are also a numberof other types of support utilized by the NIA whi...th are describedin_nry written testimony.

The DHHS Committee which made this report in 1984 is continu-ing to work together to foster these efforts and it presently ad-dressing the congressional requirement to report by next year onpersonnel needs for health care of older people out to the year2020._
It is timely also for the private aectorto contribute to this impor-tant endeavor. Foundations such as the Hartford Foundation, the

Kaiser Family Foundation, and the Brookdale Foundation eitherhave funded or plan to fund a limited number of fellowthip Posi-tion& It is_ particularly pleasing to see private industry, like the
Travelers Insurance Co., and the Pfizer Corp. also entering thisfield.

We certainly look forward to joint participation in trying to meetthese needs.
Thank you.
[The prepared statement of Dr. Williams and responses to vet-dons submitted by Senator Grassley follow:]
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Mr. Chairman and Members of the Committee, I am Dr. T.

Franklin Williams, Director of the National Institute on Aging

(NIA), National Institutes of Health. I thank you for the

opportunity to present information relating to geriatric training;

This testimony has been modified from an article by Edward L.

Schneider, M.D. and me which appeared in the Annals ofInternal
Medidine.

Within a very few years the hea th Cara needs of older people

will dominate the field of medicine. Our sUCCees in responding to

this situatiOn Will depend upon our ability to develop a critical

mass of teachers and irvestigators in the emerging discipllnet Of
geriatrics and gerontology; The need for more individuals trained

in these fields has been highlighted in studies and reports by the

Institute of Medicine, the American AttOdiation of Medical Colleges

and, more recently, the New York AoadeMy Of Medicine, which devoted

its IIth Symposium on Medical Education to "The Géi".etric Medical

)5%;tion ImperatiVe."

In 1983, the Heidde Committee on Appropriations direCted the

Department of Health and Hunan Services (DHHS) to submit a plan to

improve and expand training in geriatrics and gerontology. In

response, the Department established en ad hoc Committee on

Enhancement of Training in Geriatrice and Gerontology with

representation from those Federal agencies With training

responsibilitiee in the field of aging; February 1984, the

Committee SUbtitted its report to Congress; I Will review some of

the highlights of thie report, as well as those frol the recent New

33
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Ydrk Adademy of Medicine Symposium, and describe some of the new

initiatives deVeloped by the National Institute on Aging (NIA).

By the year 2020, when the baby boom generation in the United
_

States enters the older age ranges, as many as 60 Million Americans

may be over the age of 65. Of even greater impOrtande iS the

growth in numbers of the "oldest old"--the population over age 85;

This is the fastest growing age cohort in America, a cohort whose

numbers will more than double in the neXt 15 years. These

demographic changes are being experienced by all other developed

nations; furthermore, they will be realized far more dramatically

by the world's developing nations; Thid Shift in th- composition

of the population will result in increased demands fd _hospital,

long-term care, and community services in all nations; n the near

future, the majority of all users of health and heaIth-related

services, with the obvious exceptions of obstetric and pediatric

care; Will be individuals over the age of 65. Better trained

professional and supportive personnel will be needed to provide

these services effectively and economically. In addition, the

training of a new generation of geromtolOgidal and geriatric

research investigators will help assure the more rapid deVeItiptent

of new preventive and therapeutic approaches to age-associated

dideases and disorders. The anticipated escalation of health care

costd related to our increasingly aged population can most

effectiVely be reduced by extending the healthy years of life and

decreasing the years of disease and disability through medical

research;

-2-
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We shoUld distinguish between gerontoIOgy isitid geriatrics.

Gerontology enCempasses the wide range of studies Of aging from

biologica3 investigations at the molecular level to sOcioeconomic

studies of the impact of -1%1El:tenant on health and social atatilt;

Geriatrics encompasses clinical Studies of the diseases and

disabilities of older people and indlUdes aspects of most clinical
disciplined; including internal medicine; neurology, psychiatry,

urology; orthopedics, family practice; nurSitg, and dentistry.

ecause of the wide scope of both gerontology and geriatrics,

eduCational and training initiativei in these fieldd should be

targeted toward almost ail health and human service professionals

And allied personnel. :The
Multidisciplinary nature of both

gerontology and geriatrics letds itaelf to interdisciplinary

traihing and educational programs; Students of medicine,

dentistry; Social wcrk, and nursing cah all benefit by being

exposed to other disciplines in the manageMent of the older
patient.

The DHHS report as well as other studies has concluded that
these educational activitied Should be conducted at kI leveld
indlUding basic, graduate; and dOntinuing education. Students
entering all professional fields of hdalth,and human services
should Sequite, first, basic knowledge Of the aging.process and
factors vhidh appear to influence it; The knOtEledge base in

gerontology is expanding rapidly, and a sufficient body of

information is ready for dissemination.

How many faculty presently teach gerontology and geriatrics in
health professional schoold? As the DHHS report related, there

-3-
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have been several attempts to estimate the _uMber of faculty

involved in educational programs in aging. hi1e most meeical

schools (91 percent) have indicated that they have training

programs in aging cr geriatrics, these programs vary enormously,

ranging from comprehensive campus-wide programs to a single

part-time faculty member; Data obtained in preparing the DHHS

report indicate that there are fewer than 300 medical school

faculty members or about 2.5 full-time faculty equivalents per

school. This clearly is inadequate. A recent survey of the

members of the American Geriatrics Society and the clinical

Medicine Section of the Gerontological Society of America confirmed

that no more than 250 to 300 faculty members in U.S. medical

scho lm have a major comMitMent to the field of geriatrics.

It has been suggested that 9 or Io clinical faculty and the

same number of basic science faculty are necessary for an

integrated clini:mil care, teaching, and research program in

geriatrics and gerontology for medical students and house staff.

At prcsent, the NIA, the National Institute of Mental Health, and

the Veterans Administration are training between 100 and 140 AuAr

individuals a year. Preliminary survey results indicate that

approximately 70 percent are continuing in fUlI-time academic

positions in geriatrics and gerontology. However; the Nation needs

to train more geriatric faculty to meet the needs of the next 15

years. The academic community, along with the private sector,

needs to share responsib:lity with the Federal, State, and local

governments to reach these goals.
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HOW Can we train sufficient faculty for educational and

training prOgrams in gerontology and geriatri6s? The DHHS report

recommends increased training and education in this crucial area by

strengttng existing programs and by creating innovative new

programs. The NIA has responded With several new approaches. The

first of these initiatives is the Geriatrio Leadership Academic

Award. This is a 3-year grant to support a senior faculty member

at a health Science school who will actively assume a leadership

role in stitdlating and guiding the development of programs for

research and training in geriatrics and gerontology. This

initiative is specifically targeted at those institutions which

currently do not have extensive programs an aging.

As another approach to stimulate geriatric training, the NIA

has announced the Complementary Training Award fot Retdarch on

Agihq; Thia award supports additional fellowship positiOnS

specifically targeted toward aging as part of already funded PUbIid

Health service research training grants in a variety of

disciplines. Other NIA grant mechanisms which support geriatric

and gerontologic training include the individual and institutional

National Research service Award and Physician Scientiat Award (for

fellows and beginning faculty); the Clinical InVeatigator Award and

the Academic Award (for new faculty members); the Resdardh Career
_

DeVeIopment Award (for mid-level faculty members with research

grant support), the Senior Fellowship Award (fOr suppOrt of senior

faculty who wish td ektend their research into the field of

geriatrics); and the Behavioral Geriatrics Award (for scientists

interested in multidisciplinary training).

-5-



In addition to the NIA, other Federal agencies such as the

National Institute of Mental Health, the Administration on Aging,

the Health Resources and Steil-tided Adainiatration, and the Veterans

Administra n support other aspects Of education and training in

these areas. The DHHS Committee is continuing to work together to

foster these efforts. The recently enacted Public Law 99-158

reauthorizing the NIH, directs the Secretary of HHS to report to

Congress on personnel needs for health care of older people; this

ittee is undertaking the preparation of this report.

It is timely fOr the private sector to contribute to this

important endeavor; Foundations Such an the Hartferd Foundation,

the Kaiser Family Foundationi and the BrookdaIe Foundation either

have funded or plan to fund a limited number of fellowship

positions. It is also particularly pleasing to see the foresight

of a corporation like :f2.13.1ranceCosam_it.2s whichi in

collaboration with the National CoUncil on Aging, has supported

research training of medical etudenta Under their Geriatric Medical

Student Fellowship Program. Meet redently, this enlightened

company has fundee a chair in geriatrics at the UniVerdity Of

Connecticut. We hope that other foundations and corporations Will

participate in supporting educational and training programs in

gerontology and geriatrics so that sufficient numbers of

individuals will be trained to provide for the future needs of our

aging population.
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I will be pleased to answer any questions which the COMMittee

may haWd. Thank you.

-7-
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Response to questions from Senator Charles E. Grassley to Dr. T.
Franklin Williams regarding geriatric education and training:

Question: It has been alleged that better training for physicians
in the special medical needs of the elderly can make medical
services for the elderly in the aggregate, more effective and
economical. Would you accept the assertion_that we can_eventually
save money by investing in geriatric training for physicians and,
if so, can yox give me some examples of how this could happen?

Response: Lack of knowledge of normal aging and the unique health
needs of older people has been shown to lead to inappropriate and
excessive use of acute and long-term care services, especially use
of hospitals and nursing homes. For example, one of the first
reported etudies of a geriatric evaluation and placement service,
in 1973 (One in which I was involved), showed that half the
patients on waiting Iists for nursing home admission (in this
study) had not had an adequate medical work-up from a geriatric
perspectiveAthat is, they had potentially remediable problems),
and that through_ such_a service the majority of older persons who
were already on waiting lists for admission to nursing homes were
enabled to go instead to less intensive_institutionaI levels of
care or to continue to live at home, In more_recent studies, _
geriatric in-patient units and consultative teams in hospitals as
well as ambulatory geriatric services have been shown to achieve
earlier discharge, better functional status, and less overall use
of hospital days, with frail and complexly ill older patients,
than was achieved by conventional services. In these specialized
geriatric services the involvement of professionals properly
trained in geriatrics has been essential to their success in
improving the quality of the outcomes for patients and families as
well as in redUcing the use of the more costly services. Such
studies support the view that better geriatric training for all
physicians_couId avoid some of these delays in hospital discharge
and_ avoid_the need for nursing home admiesions in the first place:
as well as the view that we benefit by having a manor group of
geriatric specialists who can contribute to the quality and
cost-effectiveness of care for older patients with especially
complex problems.

Question: Can you tell us briefly, what's different about the
elderly which requires physicians to have special training in
geriatrics?

Response: Special characterisitcs of older people wh!ch require
special training for appropriate care -- that is, special training
in geriatrics -- include:

_ 1) A different spectrum of presenting symptoms or complaints
from younger people. For example, falls are the single most
common event_ or_ complaint leading to hospitalization in older
people -- a very rare event in younger people. Thus practitioners
caring for older patients must Iearn about causes, risk factors,

4 0



37

and likely consequences of falls and how to_prevont atid treat them
in older peeple. Other examples could be cited.

21_Chronie_prObIend producing sustained sorbidity_and_loSa Of
fUnction_and_independence,-rather than simple acute problemS, aretile major challenges in Older persons,.calling for new and
different_learning; For example, by far the most common causes_of
disability in_persons_over the-age of 85 are arthritis, dementia,
strokes, peripheral vascuIar_disease, and hip fractures/ in
contrast, the_najor causes_of mortality in middle and later yearei
such as coronary_artery disease and cancer, produce very little ofthe chronic disability found_in_very oId VIOL°. Continuedemphasis in education

and_research_on_the latter edinditions is ofeourse important; but geriatric_training and_research must also
indIUde the common causes of chronic disability.

3) Older-people typically have_multiple_complex health ahd-
social problems, rather than a single, relatively_simple_prOblem,at any_one timeGeriatric competence regUries the ability te
address these multiple problems simultaneously.

4) In the_face of_sUeh_ehronic disabling problems there_ia the
speeal importance_of achieVing even small_gains in function
through treatment and rehabilitation, rather than being
disappointed that one cannot achieve a simple, complete cSrei asthe pysician commonly_expects_to accomplish in the treatment of
younger patients.,For_example; if an older patient with a stroke
and partial paralysis can be_helped te learn to transfer
Independently from bed_to_chair_(or conned-6 et-wheel chair',
he/she can be virtually independent in most_saily activities eventhOUgh still considerably disabled. Thus a different attitude mustbe learned as a part of geriatrics.

5) The special crisis, faced eventually by_20-408 Of elder
persons_and their families, is the need to consider soM6
arrangement for tajet long term care, at home or in_an _ _ _

institution;_beeaUSe Of declining physical and/or_mental funetiehoften complicated by lest of social suppOrtsTSuch crises callfor special_skills on the_part of the physicianrgeriatrician, with
the collaboration_of_specially trained nurses,_social workers, and
often other consultants;_to work out care plans that are most
appropriate for_the_patient and teat ih line with his/her and the
family's preferences. _This_type Of Sithation-rarely arises in
younger patients; it is where special geriatric training is mostimportant.

OVerall, all physicians should_learn_more about-all five aspectsdescribed here. In addition, we need_a_group of getittrid
specialists who can teach

the_others_fand_other_prefeaaionals) aswell as preVide specialty consultative heIp_in the etitia-
situations such as-those just referred to and as described in theanswer to the previous question.
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QUeshiont_Rome_analysts_argue_that_physicians who have_a_large
proportion of older peopIe_among_their clientele ehouId_know_a
good deal about nonmedical_aspects_of cIder_peopIels situation;
In your opinion,_how important_are_the_patientls_social_and
cultural environment and a knowledge of available societal
resources in the training of geriatric physicians?

Response: As indicateil in the precedina answeri social problems
arevery commonly, indeed almost always, present along with
medical problems in many of the critical situations which arise
for Older-patients and-their families. All physicians caring for
older patients mutt understand-these problems and their
interreIktions_withthe medical problems and must be able to work
successfully with_nurses and social workers skilled in-helping
address_these_prohIems. The success_of the outcomes,-in terms of
function_i_satisfactioni end_coste,_will depend upon the-successful
addressing of_these_interacting_medicaI an&sociaI problems.
Physicians specializing_in geriatrics_wili be able to teach_other
physicians and, in teamwork_with social_workers, be best able tO
deal wth particularly complex situations.
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Senator MATSUNAGA fpresiding]. Thank you very much, Dr. Wil-hams and Mr. Hatch. I do not believe there are any questions atthis point If there are, we will submit them in writing to you forthe record.
Thank you very much.
Dr. WILLIAMS. Thank you.
Mr. HAMIL Thank you, Senator.
Senator MATSUNAGA [presiding]. Our next panel of witnesses will

consist of Dr. Samuel 0. Thier and Dr. John Beck.
Dr Thier is president of the inatitute of medicine, and Dr_Beck,director of the multicampus division of geriatric medicine, UCLASchool of Medicine.
We would be happy to hear from you, Dr. Thier.

STATEMENT OF DR. SAMUEL O. THIER, PRESIDENT, INSTITUTE
OF__MEDICINE, NATIONAL ACADEMY OF SCIENCES; AND DR.
JOHN BECK,. PROFESSOR OF MEDICINE, AND DIRECTOX_MUL-
TICAMPUS DIVISION OF GERIATRIC MEDICINE, UCLA SCHOOLOF MEDICINE
Dr. TMEII. Senator Matsunaga, thank you. I too will try and

shorten my testimony and ask that the whole testimony that Ihave submitW be included in the record. .

Senator MATSUNAGA. It will be so ordered._
Dr. MIER. Barbara Tuchman defined as folly pursuing a policycontrary to one'S own Self interest, even when the self interest isobvious and a feasible alternative course exists.I am not Sure we have committed folly in our health policytoward the aging, but we certainly are at risk of doing so. There isnot any issue as obviously capable of overwhelming our health caresystem as the needs of our aging population. Aztd yet there is notother major issue in health that has elicited so feeble a response.The good news about aging is that we have underestimated the

number of people who will live to healthy and productive advanced
age. The bad neW§ if-3 that we have also underestimated the numberof frail elderly we will have to care for in the next few decades.The worst new§ it that we have not heeded warnings and advice
about how to prepare for the aging of our populationand that ap-proaches folly.

Elderly are not simply patient§ who are older. Research has em-phaSize-d physiologic differences of cardiovasc& ar function, neuro-muscular abilities, and drug metabolisin that make them a specialpopulation for the physician. Their proper care requires that thephysician have special training, and that is what you are consider-ing here.
The Institute of Medicine reported nearly a decade iv-o that it wewere to provide proper care for our elderly, we would have to im-

prove the education of providers of care about the isgues of aging.The Institute emphasized the need to conduct research into thespectrum of issues involved in aging.
The report called for increailes in the quality and quantity oftraining in geriatric medicine because the number of trainees waswholly insufficient to meet the projected needs.
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Two of the impedimenta to trail-ling leaders in geriatric medicine
were identified as an absence of clearly defined career tracks and
lack of_direct support for training faculty.

The Institute recommended four steps for overcoming these im-
pediments: one., increasing the research base of geriatrics; two, de-
veloping academicians to serve as models to attract more young
medical professionals into geriatrics;_ three, establishing postresi-
dency tramhig for those young professionals, and four, requiring
accreditation and certification in geriatrics.

The Institute's investigation did not indicate a need for develop-
ing a new and separate specialty, but rather, found that proper
education within the primary care specialties, such as internal
medicine and family practice, would meet the Nation's require-
ments.

_In the decade since that report, and largely because of the efforts
of the National Institute on Aging and other institutes of the NIH,
the research base of geriatrics has increased substantially. There is
now great_promise for the future of that research.

The private _sector's response includes the bbards of internal
medicine and family practice announcing that they will examine
and certify diplomats for special competence in _geriatrics. Thus
half of the recommendations of the Institute of Medicine for train-
hig leaders in geriatric medicine have been undertaken.

But the critical matters of developing geriatric academicians, and
of establishing an adequate number of postresidency training pro-
grams have not been resolved.

Because the issue has become more, not less, urgent, the Insti-
tute of Medicine recently convened a meeting of representatives
from government, academia, foundations, and certifying organiza-
tions to examine fresh strategies for dealing with the enormous
shortfall in the number of academic leaders in geriatrics.

Several observations of that meeting are germane to Senate bill
2489.

First, all agreed that we had fallen far short of our needs for
leaders in academic geriatrics. Second, there was a sense that our
needs were both short term and long term, and that programs such
as that introduced by the Hartford Foundation, to permit mid-
career changes of faculty into geriatrics, provided one model for a
short-term solution, but involved a very small number of facult3r.

The long run, it appears, could employ some variation on the
most productive model used in other academic medical fieldsthat
is, the development of centers of excellence with a critical mass to
which young persona are drawn for training and from which they
go forward to begin their own centers of excellence. There is a need
to provide time for faculty within such centers to establish firmly
their own academic credentials, and to be protected from service in
order to teach.

The private sector has reorganized itself in terms of certification
and has attempted short-range solutions stimulated by philan-
thropic foundations. The problem of our aging population, a popu-
lation covered by Medicare, represents a national commitment of
enormous and growing magnitude.

Senate bill 2489, to improve the training of physicians in geriat-
rics, is consistent with the advice the Institute of Medicine provid-
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ed nearly a decade 4o. It represents a proper step, although amodest one away from a path to folly. One hopes that it representsa step tow;:ird an overall plan of dealing with the health of ouraging population.
Thin* you.
Senator MASSUNAGA. Thank you very much, Dr. Thier.
[The _prepared statement of Dr. Thier and responses to questionssubmitted by Senator Grassley follow:]
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SENATOR GRASSLEY, I AM DR. SAMUEL 0.

TRIER, PRESIDENT OF THE INSTITUTE OF

MEDICINE OF THE NATIONAL ACADEMY OF

SCIENCES. I AM PLEASED TO HAVE TI-HS

OPPORTUNITY TO TESTIFY ABOUT SENATE BILL

2489 TO IMPROVE THE TRAINING OF PHYSICIANS

IN GERIATRICS.

BARBARA TUCEIMAN DEFINED FOLLY AS

PURSUING A POLICY CONTRARY TO ONE'S OWN SELF

INTEREST EVEN WHEN THE SELF INTEREST IS

OBVIOUS AND A FEASIBLE ALTERNATIVE COURSE

EXISTS. I AM NOT SURE THAT WE HAVE

COMMITTED FOLLY IN OUR HEALTH POLICY TOWARD

THE AGING BUT WE CERTAINLY ARE AT RISK OF

DOING SO. THERE IS NO ISSUE SO OBVIOUSLY
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CAPABLE OF OVERWHELMING OUR HEALTH CARE

SYSTEM AS THE NEEDS OF OUR AGING

POPULATION. AND YET THERE IS NC OTHER

MAJOR ISSUE IN HEALTH THAT HAS ELICITED SO

FEEBLE A RESPONSE.

THE GOOD NEWS ABOUT AGING IS THAT WE

HAVE UNDERESTIMATED THE NUMBER OF PEOPLE WHO

WILL LIVE TO HEALTHY PRODUCTIVE ADVANCED

AGE. THE BAD NEWS IS THAT WE ALSO HAVE

UNDERESTIMATED THE NUMBER OF FRAIL ELDERLY

WE WILL HAVE TO CARE FOR IN THE NEXT FEW

DECADES. THE WORST NEWS IS THAT WE HAVE NOT

HEEDED WARNINGS AND ADVICE ABOUT HOW TO
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PREPARE FOR THE AGING OF OUR

POPULATION-AND THAT APPROACHES .FOLLY.

THE HEALTH OF THE ELDERLY POSES A

PARTICULAR CHALLENGE TO MEDICAL SCIENCE.

THEY ARE NOT SIMPLY PATIENTS WHO ARE OLDER.

RESEARCH HAS EMPHASIZED PHYSIOLOGICAL

DIFFERENCES OF CARDIOVASCULAR FUNCTION,

NEUROMUSCULAR ABILITIES, AND DRUG METABOLISM

THAT MAKE THE ELDERLY A SPECIAL POPULATION

FOR THE PHYSICIAN. THEIR PROPER CARE,

HOWEVER, REQUIRES THAT THE PHYSICIAN HAVE

SPECIAL TRAINING. AND THAT IS WHAT YOU ARE

CONSIDERING HERE.

THE INSTITUTE OF MEDICINE REPORTED

NEARLY A DECADE AGO THAT IF WE WERE TO

4 9
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PROVIDE PROPER CARE FOR OUR ELDERLY AND

MAINTAIN THEIR MAXIMUM USEFUL FUNCTION, WE

WOULD HAVE TO IMPROVE THE EDUCATION OF

PROVIDERS OF CARE ABOUT THE ISSUES OF

AGING. THE INSTITUTE EMPHASIZED THE NEED TO

CONDUCT RESEARCH INTO THE BIOLOGY OF AGING,

INTO THE DISEASES OF THE AGED, AND INTO THE

ORGANIZATION AND DELIVERY OF CARE TO THE

ELDEP'..Y IF WE HOPED TO PROMOTE HEALTH AND

PREVENT DISEASE AMONG OUR AGING PEOPLE. THE

INSTITUTE REPORT CALLED FOR INCREASES IN THE

QUALITY AND QUANTITY OF TRAINING IN

GERIATRIC MEDICINE BECAUSE THE NUMBER OF

TRAINEES WAS WHOLLY INSUFFICIENT TO MEET THE

PROJECTED NEEDS. TWO OF THE MAIN
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IMPEDIMENTS TO TRAINING LEADERS IN GERIATRIC

MEDICINE WERE IDENTIFIED AS AN ABSENCE OF

CLEARLY DEFINED CAREER TRACKS AND A LACK OF

DIRECT SUPPORT FOR TRAINING FACULTY. THE

iNsTITUTE OF MEDICINE RECOMMENDATIONS FOR

OVERCOMING THESE IMPEDIMENTS INCLUDED 1)

INCREASING THE RESEARCH BASE OF GERiATRICS,

2) DEVELOPING ACADEMICIANS TO SERVE AS

MODELS TO ATTRACT MORE YOUNG MEDICAL

PROFESSIONALS INTO GERIATRICS, 3)

ESTABLISHING POST=RESIDENCY TRAINING

PROGRAMS FOR THOSE YOUNG PROFESSIONALS, AND

4) REQUIRING ACCREDITATION AND CERTIFICATION

IN GERIATRICS. THE INSTITUTE'S

INVESTIGATION DID NOT INDICATE A NEED FOR
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DEVELOPING A NEW AND SEPARATE SPECIALTY OF

GERIATRICS BUT RATHER FOUND THAT PROPER

EDUCATION WITHIN THE PRIMARY CARE

SPECIALTIES, SUCH AS INTERNAL MEDICINE AND

FAMILY PRACTICE, WOULD MEET THE NATION'S

REQUIREMENTS.

IN THE DECADE SINCE THAT REPORT, AND

LARGELY BECAUSE OF THE EFFORTS OF THE

NATIONAL INSTITUTE ON AGING AND OTHER

INSTITUTES OF THE NATIONAL INSTITUTES OF

HEALTH, THE RESEARCH BASE OF GERIATRICS HAS

INCREASED SUBSTANTIALLY. NEW KNOWLEDGE NOW

BEGINS TO SHOW GREAT PROMISE FOR FUTURE

DEVELOPMENT ACROSS THE ENTIRE SPECTRUM OF

RESEARCH OPPORTUNITIES, FROM THE BASIC



49

BIOLOGY OF AGING TO THE STUDY OF ALZHEIMER'S

DISEASE AND FURTHER TO RIGOROUS EVALUATION

OF HEALTH CARE SERVICES FOR THE ELDERLY.

THE PRIVATE SECTOR'S RESPONSE INCLUDES THE

BOARDS OF INTERNAL MEDICINE AND FAMILY

PRACTICE ANNOUNCING THAT THEY WILL EXAMINE

AND CERTIFY DIPLOMATES FOR SPECIAL

COMPETENCE IN GERIATRICS. THUS HALF OF THE

STEPS RECOMMENDED BY THE INSTITUTE OF

MEDICINE FOR TRAINING LEADERS IN GERIATRIC

MEDICINE HAVE BEEN UNDERTAKEN. BUT THE

CRITICAL MATTERS OF DEVELOPING GERIATRIC

ACADEMICIANS AND OF ESTABLISHING AN ADEQUATE

NUMBER OF POST-= RESIDENCY TRAINING PROGRAMS

HAVE NOT BEEN RESOLVED.
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BECAUSE THE ISSUE HAS BECOME MORE, NOT

LESS, URGENT, THE INSTITUTE OF MEDICINE

RECENTLY CONVENED A MEETING OF

REPRESENTATIVES FROM GOVERNMENT, ACADEME,

FOUNDATIONS, AND CERTIFYING ORGANIZATIONS TO

EXAMINE FRESH STRATEGIES FOR DEALING WITH

THE ENORMOUS SHORTFALL IN THE NUMBER OF

ACADEMIC LEADERS FOR GERIATRICS. THE

PROCEEDINGS OF THAT MEETING ARE PRESENTLY

BEING COMPILED AND WILL SERVE AS A BASis FOR

ONGOING EFFORTS AT THE INSTITUTE TO ENHANCE

TRAIMNG IN CARE OF THE ELDERLY.

ALTHOUGH THE PROCEEDINGS OF THAT

CONFERENCE MUST UNDERGO REVIEW BY THE

NATIONAL RESEARCH COUNCIL BEFORE FINAL
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RECOMMENDATIONS CAN BE MADE, I CAN COMMENT

ON SEVERiiL OBSERVATIONS AT THAT MEETING

GERMANE TO THE BILL YOU ARE CONSIDERING

TODAY. FIRST. ALL AGREED THAT WE HAD FALLEN

FAR SHORT OF OUR NEEDS FOR LEADERS IN

ACADEMIC GERIATRICS. SECOND, THERE WAS A

SENSE THAT OUR NEEDS WERE BOTH SHORT-TERM

AND LONG-TERM, AND THAT PROGRAMS SUCH AS

THAT INTRODUCED BY THE HARTFORD FOUNDATION,

TO PERMIT MID-CAREER CHANGES OF FACULTY INTO

GERIATRICS. PROVIDED ONE MODEL FOR SOLUTION

OF A SHORT=TERM PROBLEM. FOR THE LONG RUN

IT APPEARS THAT WE COULD EMPLOY SOME

VARIATION ON THE MOST PRODUCTIVE MODEL USED

IN OTHER ACADEMIC MEDICAL FIELDS: THAT IS
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THE DEVELOPMENT OF CENTERS WITH A CRITICAL

MASS OF EXCELLENCE TO WHICH YOUNG PERSONS

ARE DRAWN FOR TRAINING AND FROM WHICH THEY

GO FORWARD TO BEGIN THEIR OWN CENTERS OF

EXCELLENCE. THERE IS A NEED FOR PROVIDING

TIME FOR FACULTY WITHIN SUCH CENTERS TO

ESTABLISH FIRMLY THEIR OWN ACADEMIC

CREDENTIALS AND TO BE PROTECTED FROM SERVICE

COMMITMENTS IN ORDER TO TEACH.

IT IS MY SENSE THAT THE PRIVATE SECTOR

HAS REORGANIZED ITSELF IN TERMS OF

CERTIFICATION, AND HAS ATTEMPTED SHORT-RANGE

SOLUTIONS STIMULATED BY PHILANTHROPIC

FOUNDATIONS. THE PROBLEM OF OUR AGING

POPULATION, A POPULATION COVERED BY MEDICARE
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REPRESENTS A NATIONAL COMMITMENT OF ENORMOUS

AND GROWING MAGNITUDE. THE BILL BEFORE YOU

TODAY TO IMI=ROVE THE TRAINING OF PHYSICIANS

IN GERIATRICS IS CONSISTENT WITH THE ADVICE

THE INSTITUTE OF MEDICINE PROVIDED NEARLY A

DECADE AGO. IT REPRESENTS A PROPER STEP

ALTHOUGH A MODEST ONE, AWAY FROM A PATH TO

FOLLY. ONE HOPES THAT IT REPRESENTS A STEP

TOWARD AN OERALL PLAN OF DEALING WITH THE

HEALTH OF OUR AGING POPULATION.

THANK YOU;
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INSTITUTE OF MEDICINE
NATIONAL ACADEMY oF SCIENCES

2101 CONSTITUTION AVENUE WASHINGTON, D.C. 20418

SAMUEL 0. 7111CR
WiliviDENT

July 14, 1986

The HonOrable
Charles_EGrassley
United States_Senator_ _
Committee on Labor and Hn
Resources

Weshington, D.0 20510

Dear Senator Crossley:

Under separate cover I am responding to the questions you have
directed to me on geriatric_education and forwarding these to the _

Subcommittee on Aging. Enclosed is a copy_for your infertation. I_
appreciate the opportunity to comment further and_provide additional
information for_the record of_the hearing on "Geriattic and
Gerontological Education and Training".

With best wishes,

Sincerely,

Sanuel 0; Thitt, M.D.
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Answers from DrA Samuel_OThier to Questions from
Senator Charlet E. Grassley Regarding

Geriatric Education and Training

It_has_been suggested that older people are different from a
medical point of viev. Perhaps ve should establish_that there ill
body of knowledge about these differences that can be taught; Is
there any dispute about that.

_

A. The current coneensus is that there is a distinct body of knowledge
dealing with syndromes occurring in the older patient that are not
Peen in other_groups._ In my_testimony / mentioned representative
areas in_vhich altered function and response to treatment makes
older individuals a group requiring special attention. Medical _

personnel,-from the medical student on upi are not being required
to learn this information (it ia often an elective_subject) despite
the increasing percentage of older patients that they tr. it;

Research to further understand_and_subsequently to treat these
syndromes is also sorely needed; This research would obviously add
to the body of geriatric knowledge vhich needs to be taught.

Q. You have argued_that it would be unwise to create a geriatric
specialty in medicine. / am certainly in no position to question
your judgment on that question. But I am curious, is there any
universal agreement?

A. There is almost certainly not universal agreement on whether a
separate geriatric specialty should be created in medicine.
However, both family_practice_physician groups and internal
medicine professional groupsJvho together provide the bulk of care
to older persons) have agreed that geriatrics is too important to
be a_separate_specialty, but should be an added competence for
physicians. The Akerican Board of Medical Specialtiei,_ which is
charged vith approving new specialties, has agreed to this concept.

In the 1978 Institute of Medicine report, !!Aging and Medidel
Education," the committee chaired by Paul B. Beeson,-M.D., clearly
recommended that "a formal practice speciaIty_in geriatrics not be
established, but that gerontology and geriatrics be recognized as
academic disciplines within the relevant medical specialties."

Mt. Hatch, in his statement, noted several indicators of increasing
interest in geriatric education. Does this activity indicate that
the medical training system will respond to the_changing neede Of
our society by providing sufficient faculty to train our pritery
care phyFicians and that ve vill have, in due course, the number of
adequately trained teaching_geriatricians that we need? If not,
why not, and what further steps need to be taken?

A. In order to provide sufficient facUlty to train our primary care
physicians, the eystee must be primed with sufficient funds and



cstabIished-"centere of excellence" to both train the needed
_

faculty geriatricians and then give them quality opportunities to
train fellows in the field. Difficulties in knowing the present
number of geriatricians rests on ambiguity in definiug a_

.

geriatrician_with_respect_to type of practice; itdiViduals vs.-
full7time equivnlentei etc. Estinates_;_hoireVet; range froa 250-300
full7time_physician_facuIty t0_1618 fnIl,fine eqUivalent
geriatricians including tIinidiana, teithera, and researchers.
Estimates indicate_that_by the year 1990, 8,000-10,000 clinicians
and 900-1,500 faculty will be needed to provide quality care_to
older Athericans. Currently, there are fewer than 100 geriatricians
being produced each_year. Hence, the current medical training
system is not sufficiently responding to these needs.

The_1978 IOM report stated two main impediments in the tedital
training system to producing faculty Ieadete it geriatrit
medicine. They were (I) an abiente_Of dlearly defined faculty
career track in gtriatriat and (2) likk Of direct support for
training this faculty; The report suggested: (1) increasing the
research bese_of geriatriti; (2) developing academicians to serve
as_models; (3) establishing post residency training programs; and
(4) requiring accreditation and certification.

As of 1986, the research base of geriatrics has increaied_
substantially4 and standards_for_accreditatiOn and tertifitätion
have_been adopted by relevant mediCaI speCialty_boards. Developin
faculty_in geriatrics and establishing fellOwilii0 training programa
still remain urgent needt.

A recent meeting at the ION to address these problems proposed the
following:

In the short term, funded programs are_needed_tn train Caddie-al
career faculty in geriatric medicine_uho_couId then iierVe
training_source_for other_facuIty and fenhat. These faculty
need protected time to return_t0 their home institutions and
begin_viable programs, as_trell At reeearch support to carry on
research in geriatrica;_ Thie WoUld give an immediate increase
in the number of available trainers.

In the long term, funded programs are needed to develop
"centers_of excellence" with a critical mass for training
fellows uho could then train our primary care geriatriciani;

These steps should_raise_both the_quaIity and qbantity of leaders
and practitioners in the field Of geriatrid medicine.
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Senator MMSUNAGA. We will now hear from Dr. Beck.
Dr. BECK. Mr. Chairman, I too will attempt to shorten my re-marks and would hope that my submitted testimony is included inthe record.
Senator MATSUNAGA. It will be so ordered.
Dr. Biccic. What I would like to do, air, ia to review very brieflyfor you_the previous manpower projections which have been madein thia Nation, largely in Los Angeles, and to then review for youdata whiclv -have been_ collactad largely by my colleagues _andmyself at UCLA on what has been the national response to date,farther elaborating on Dr. Thier's remarks.
If you would turn to table 1, page 19, you will note in tables 1, 2,and 3 the- projections which were made by a group at Rand and

UCLA in 1980, which suggested that there was at that time a needfor 1,600 faculty members in _geriatric medicine, 450 in geropsy-chiatry. F.Wcause we perceived that the private aector required sub-stantial numbers of geriatricians who would not be academicians,and bacauae we perceived that very complex problem-a in the elder-ly would require fully-trained geriatricians for their_ management,we suggestad that by 1990, there was a total need for somewherebetween 7,000 and 10,300ClerEpersons trained in geriatric med-icine.
In table 3, you will note a response that we made to the National

Institute on ALing at their reqiiest on geriatric reaearch manpowerneeds, which again was made in 1981. And finally, in table 4, youwill note the minimum faculty number targets, which were madeby the committee which Dr,Frank Williams referred to and whichshows, by the _year 2000, that our medical school-a would require2,600 faculty persons trained in geriatric medicine and geropsy-chiatry.
Now, where have we come in terms of these various predictions?
I would like to address that first in terms of undergacluate medi-cine, then in terms of residency_training, then in terms of fellow-ship training in geriatric medicine and geropsychiatry, and fmallyin terms of continuing medical education.
If you would refer to table 5, it looks at the change§ in under-

graduate medical education, and I would remind you that in 1976,some years previous to the first survey of 1983-84, there were onlya handful of programs that offered undergraduate medical educa-tion. You will also note that there has been a substantial improve-ment in the number of course offerinb to undergraduate medical
students at both the preclinical and clinical years. However, if onesurveys medical students, as we were able to do and as the AAMCwas able to do, we found in 1984-85 that only 2.3 percent of allgraduating medical students _had had a meaningful experience ingeriatric medicine. The AAMC survey revealed 3.2 percent in theyear weviouslyfigures that are remarkably close together.Turning next to residency training, in 1979-80and I would refertoyou table 6- i-=-there were 28 units n the counti7 that were offer-ing some form of residency training in medicine or family practice.We do not have data on psychiatry- In 1983=84, on the basis ofdatacollected by a colleague at State 'University of New York, Buffalo,Dr. Calkina, that number had increased to 40, in which approxi-mately 43 percent of the trainees in interilal medicine and family
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practice were having 1 month's experience in geriatric medicine.
This is in sharp contrast to the 442 residency programs in internal
medicine and the 380 residency programs in family practice, and I
think again emphasizes what Dr. Thier has said, that we have
fallen far short of the target.

Turning next to fellowship trainingand I would refer you to
table 7these are really our future faculty and future leaders of
activities in the private sector. Prior to 1970, there were two fellow-
ship programs in this nation. And if you look at table 7, you can
see that there has been a progressive increase so that in 1985-86,
there were 48 programs with 166 fellowship positions open for
training at an advanced level.

I also wish to emphasize that in 1984-85, that is, June 30, 1985,
there were only 51 graduateS of fellowship programs _in medicine
and family practice and 34 in geropsychiatry. Approximately half
of these inclividuals went to academe and half to the private sector.
And as one of the previous witnesses has mentioned we have iden-
tified just under 400 fully trained geriatric physicians and geropey-
chiatrists in this country to date and are at present surveying
them in terms of what they are actually doing

Finally addressing continuing medical educationin table 8
you see that there is once more a change. There is almost a dou-
bling in the_course offerings. But I want to point out to you that in
our 1984-85 study of continuing medical education, which was
sponsored by the VA central office, we estimatedand this mei_ a
very generous estimatethat_ no more than 8,000 out of 450,000
practicing physicians in thiS Nation had had a full day's continuing
medical education in geriatric medicine or geropsychiatry.

I will not mention research or practice,since this_ has been allud-
ed to, but would like to turn to the need for revision of our man-
power or personnel needs from our perspective. These are targetsfor the year 2000;

Our initial projections which were made in 1980which we ex-
aminedin table 1, need to be totally revised because the popula-
tion projections for this country have increased since these initial
analyses. Second, the population projections for persons over the
age of 85 have increased very substantially:

Third, there is an unexpected, and major demand for formally
trained geriatricians and geropsychiatrists in HMO's, community
hospitals and clinics, and as leaders of the long-term care institu-
tional system.

And finally, our own personal conviction at UCLA, based on ex-
perience, that there will be a need for specially-trained geriatric
consultants who will bear the responsibilities for the ongoing care
of very complex and frail elderly persons, hoping to maintain them
in the community.

I believe the GMENAC manpower personnel projections requires
revision for similar reasons.

In terms of these assumptions, we believe that we must target in
thiS Nation for somewhere near 20,000 full-time-equivalents by the
year 2000, a very substantial revision upward. We believe that tliis
could be achieved by educating and training 7,000 geriatricians
which would be both for academethe 2,600 referred to in the De-

62



59

partment of Health and Human Services Study, which is the mostrecent oneplus the need in the private sector.
We think there would be a need for approximately 13,000 full-

time-equivalent internisth and family physicians who are well-trained ingeriatric medicine but would not be considered to begeriatricians
If each of this latter group devoted 50 percent of their time, thenone would actually have to expose 26,000 family phySicians and in,terniktS moving through our training system over the next one anda half decadek to a very substantial experience to geriatric medi-cine and geropsychiatry.
We believe that the key _to meeting the challenges which I havedescribed above is the development of a nucleus of faculty that cansustain and advance the reaching and research effort with its posi-tive effect on clinical practke for this Nation. We do not generallyat the moment have such a nucleus, nor will one automaticallyemerge sirny because of the demographic shifts in this Nation. Itis also our firm conviction that if we are to increase our facultystrength from the roughly 21/2 per medical school as of 1983 to thesomewhere between 10 and 20 winch was mentioned by Dr. Wil-li9n3s, that a mejor new effort has to be embarked on.Supporting the development of geriatrics in the way that I havedescribed means a commitment or redirection of monetary re-sources to sustain the sizable effort needed. The funding in thepast has been tranSient. The uncertainty continues to plague long-term development plans in academic geriatric medicine.We have a framework in place. There is a beginning major com-mitment of funds, but one that must be much increased 80 that wemight have a pelitive impact on the care of our Nation's elderlyand the cnst of rare.

I belieNt we are at an historic moment in the field of geriatricsbecause of the climate of interest and the readinets to participatein the clinical and rmearch communities. There is a need andop-portunity to make a national impact through geriatric training tofacilitate adequate mainttreaming of geriatric expertise into gener-al training and to promote research.
And if_you will permit, as I close, I would like to quote Shake-swam: There is a tide in the aFairs of men which, taken at theflood, leads on to fortune; omitted, all the voyage of their life isbound in shallowsand miseries.
Thankyou for the opportunity of testifying.[The prepared statement of Dr, Beck and responses to questionssubmitted by Senator Grassley follow]
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Mr. Chairman (Charles E. Grassley) and Members of the Committeei

/ am a Professor Of Medicine at the University of California, Lor

Angeles; the Director of UCLA's Multicampus Division of Geriatric

Medicine and the Director of the UCLA Academic Geriatric Resource

Center. Thank you for the opportunity to speak to you about the

need for physician health professionals to aid in deaflog with

improving the quality of health care of elderly Americans.

I. /NTRODUCTION

In this country, we face the challenge of an increasing number of

elderly persons, which is also the success story of the 20th

century. The demographic facts are widely known -- we are living

longeri we are growing older as a nation and we are witnessing

the beginning of a tremendous outlay of national resources for

the acute and long term care of the elderly.

In 1978 the institute of Medicine described a specific body of

knoWledge regarding aging, emphasizing the skills and attitudes

that are relevant to the education of physicians and the practice

of medicine in a landmark report. There is increasing agreement

that older persons are spedial from a health care standpoint in

the following ways:

o Shorter life expectancy;

o DizAnished reserve, less resilience, easily disrupted

hcrnenstasis;
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Stresses abound, depression common;

Multiple chronic diseases;

many causes for malnutrition;

Many causes for functional disability;

Many sources of pain and discomfort; and

Special pharmacological considerations;

These factors combine to produce extraordinary compIekity in the

Medical care and treatment of many elderly persons; AS the
_ -

nUMber of older persons .mntinues to grow, so, too, will the

nuMber of physicians needed who have special expertise in the

multiple, interactive problems of aging.

II. MANPOWER (PERSONNEL NEEDS AND 71RO3ECTIL:::

In 1980 a Rand/UCLA group made estimates

academic and practicing geriatricians in full t, ,Ori:raIetitd

(FTES) Which would be needed in this natic . Thece dita are

displayed in Tables 1, 2 and in Figure 1 (pages 19 to 21). In

summary, it was noted that the USA would require between 7,000

and 10,300 geriatricians by the year 1990 with the best inter-

mediate figu-a being about 8,000. These estimates were based on

the assumption that geriatricians would provide improved care to

persone over the age of 75 in both an adademie Consultant and

primary care role with the delegation of a moderate aMOUnt of

responsibility to nurse practitioners, physicians attittahte And

SOCial workers. These estimates were also a functionof the then-
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predicted number of elderly persons, their average rate of utili-

zation of health care providers and on the productivity of health

care providers.

These physician manpower needs in geriatrics were updated at

the request of the National InStitute on Aging in 1981 with a

particular emphasis on Geriatric ReseatCh Manptivier Needs. These

data are summarized in Table 3 (page 22).

The most recent faculty. member estimates were zade in a Repott

on Education and Training in Geriatrics and Gerontology by the

Department of Health and Human Services in 1984. The pertinent

information is summarized in Table 4 (page 23).

III. THE PRESENT NATIONAL RESPONSE

The "geriatric imperative" as it has been called by Somers ind

others presents a three-fold challenge:

to educate,

to perform research; and

to improve practice

using data collected largely at UCLA, let me review where we are

as a nation in meeting some of these challenges. Following this,

I will update our projections of the number of geriatric faculty

and practitioners needed and, finally, I wish to emphasize the
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critical role to be played by geriatric faculty and fellows if we

are to improve the quality of life and care of our aging popula-

tion.

Undergraduate Medical Education

In 1976, two medical schools had required undergraduate courses

in gerontology or geriatrics and only 15 had separate educi.tiOn-

al programs of any kind. Four years later, 76 schools reported

133 programs (lecture course, clerkship) at the undergraduate

level, of which 84 were in the clinical years. In 1983-84, 169

clinical programs were reported, doubling the 1979-80 figure.

AdditiOnally, 103 of 125 medical schools reported some type of

geriatric program ih the clinical years. Table 5 (page 24)

summarizes the growth in undergraduate programs. The growth in

programs has been accompanied by the development 6f edUc,tional

materialsi including course outlines, teaching modUlea and

textbooks.

While the gains at all levels of medical education are impres-

sive, the ab...olute amount of instruction received by medical

students is generally acknowledged to be inadequate. Virtually

all studies bf the status of formal ge.iatric education incluOe

the Catitioh that there are few required or selective courses and

that the number of Students enrolling in elective offerings

is very small accounting for approximately 2.3% Of all thivd and

fourth year students in 1984; This figure cOrrespondt elOtely
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with the results of the 1983 Association Of AMerican Medical

Colleges (AAMC) Graduation Questionnaire, which repotted 3;2% of

students taking a clinical elective experience in geriatrics in

either the preclinical or clinical years.

Residency Training

Similar increases have taken place at the residency level.

Calkins at S.U.N.Y.-BuffaIo, for example, reports a doubling of

mandatory house staff rotations offered by established academic

units in geriatric medicine in the 1983-84 academic year from the

level observed in 1979-80. In 1979-80, there were approximately

28 such units in the country, of which 21% offered mandatory (to

half or more of the residents) geriatric rotations. /a 1983-84;

the number of such units had grown to 40 and the percent with

mandatory rotations had increased to 43%. This is in contrast to

the 442 residency programs in Internal Medicine and the 380

programs in family practice. While it is true that some programs

provi3e geriatric training in the absence of an established

geriatric unit, the number which dO so is minimal and the quality

of rotations suspect. Current residency training data are

presented in Table 6 (page 25).
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Fellowship Training

Geriatric medicine fellowship training has more than doubled in

the last five years as shown in Table 7 (page 26) Xfl 1984-85,

there were 45 geriatric medicine fellowship programs recruiting

fellows; up from 24 programs in 1980-81 and up from just twO

prior to 1970.

In these 45 programs seeking fellows in the 1984-85 academic

year, there were a total of 136 positions available, of which 126

were fined. Of the 126 participating fellows, 76 were in their

first yeari 46 in their second year, and four had elected to do a

third fellowship year devoted to research. Fifty-One felloWs

completed their training in June, 1985;

The data for the 1985-86 academic year show an expansion to 48

programs and a total number of 176 fellowship positions; For

1986-87 and beyond, we estimate that up to sixty programs may be

in place.

Funding is coming from university medical centers (27 of 45

programs), the Veterans Administration (19 of 45 programs), and

the private sector (10 Of 45 programs). Two programs received

state funding.
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At the fellowship levelo the 51 physicians completing a geriatrid

program in June of 1985 are in decided contrast to the 173 in

pulmonary, 193 in gastroenterology and 249 in cardiology; By our

estimate, in fact, no more than 400 physicians have ever had

fellowship training in geriatric medicine or geropsychiatry. We

believe that fewer than half Of thiS number has gone into faculty

positions; the remainder being engaged in non-academic activi-

ties, primarily practice-oriented; This leaves us with a

significant shortfall in the number of highly trained getiatti-

iAaht needed to fill faculty positions and to provide clinical

card.

Contin ig Medical Education

Geriatrics-related continuing mr.:.ical educption has seen rapid

gruwth in.the last few yeaxs as seen in table B (page 27).'

Beginning in Jaocary or 1975; 3C 1,rograms devoted solely to

geriatrics were held over a period of 30 months. /n 1984-95; 85

such programs were heid over a 24-month period; A reCentlf/-

Completed UCT,A study of the 85 programs held in 1984 and 1985

demonstrates that while a tew highly-rated subject areas such as

pharmacology, ethical/legal issues, preventive medicine; demen-
_

tia; osteoporosis, deuression, hypertension, incontinence and

decreased mental function are covered in at least one out of five

courses, many subjects -- rated as highly by experts -- are cov-

ered infrequently or not at allo for example congestive heart

failure, anemia, iatrogenic problems, coping with death and dYing,
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electrolyte and fluid disorders, diverticulitis, hypotension and

hypochondriasis (as the somaticization of depression). Topics

along the lines of functional assessment, clinical approach to

the elderly patient, iatrogenesis and long term care (continuum

of care) are generally absent. These are so fundamental to care

of the elderly, that they should be a feature of virtually every

course. Unfortunately, it has been the experience of many

geriatric faculty that these are topics most physicians feel are

either not important or that they can already handle; The

evidence, however, is on the side of less than an adequate

quality of care for older people, and this is certainly a part of

it.

In supporting the need for more continuing medical education,

WessIer has pointed Out that while the number of elderly people

is growing, the vast majority of practitioners, especially those

whose formal training ended before 1975, have never been exposed

to organized geriatric education in medical school, residency or

fe/lewship training. In our study of geriatrics-related CME, We

projected that for 1984 and 1985 combined, no more than 8,000 --

and very probably fewer -- physicians attended at least one day

of CME devoted solely to geriatrics. Thi.' is out of a total

population of over 450,000 practicing phyblcians.

In summary, recent studies have shOwn that for all types of

undergraduate and graduate medical education and training

(including continuing medical education), geriatric content iS
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almost totally lacking and/or in need of redirection; In tertS

of the present legislative initiative; formal geriatric instrue-

tion at the residency level is even less frequent than it is at

the undergraduate level. Pellowship training, while experiencing

a doubling between 1980 and 1984; ttill produced only 51 gradu-

ates for the entire nation in June of 1985. The hUbber Of

academic geriatricians emerging from fellowship proqtatS con-

tinues to fall far short of the projected need and will Continue

to do so unless a substantial redirection of resources takes

plate; In a similar vein, continuing medical education activi-

ties directed towards geriatrics has doubled in recent years but

our observation suggests that critically important subjects are

presented infrequently Or not At all.

Research

The scope of research by geriatricians should ss bedad as

possible. In a burgeoning field such as geriatrics, there iS a

need for research of three types: 1) basic (or biomedical)

réseardh; 2) clinical research; and 3) health services research.

The InStitute of Medicine has identified a number of areas in

which major breakthroughs in basic research are indeed possible.
_

These would include the areas of immunology, mechanisms of

aging; basic studies in physiology, neurology and neuropath-

ology; endocrinology; and the like. Mote extebSive discussion

can be found in comprehensive reviews Of reSearCh oPportunities

73
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published by the NIA.

IS

The repertoire of potential clinical work to be done in geriatric

research is almost boundless. There is a need for careful

clinical triaIS of a variety of therapies, including drug

therapies and the use of new kinds of milieu interventions, such

as for incontinence; In the area of health services research,

better work is needed to develop new techniques for appropriately

assessing the variety of geriatric problems and the development

of new taxonomies. We need to look at new configurations Of

care, exploring such models of care as the geriatric assessment

unit. Geriatricians are sorely needed to develop more effective

methods of giving care within the nursing home, to experiment

with new record-keeping systems and more effective use of

teanwork. Setter linkages between the nursing home and other

parts of the Iong-term care spectrum and between the long term

care spectrum and the acute medical care system should also be

explored.

Again, as with educational programsi our current response is very

limited, and the lessons of other newly arrived fields in

academic medicine (e.g., family practice) should be appreciated;

Simply put, the tasks of developing clinical and teaching

programs extract a great price from the first generation of

academic leaders. Unless active efforts are undertaken to

prevent it, research and other sCholarly activity is relegated to

a lower priority in the press to mount new programs. In the case
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of geritrics, which cannot draw upon the wisdom of extant

prac:izionerb, we are working under severe handicaps. Not only

are we concerned with the nurturing of academic geriatricians, we

are also sensitive to the great need for new and better informa-

tion about the clinical problems faced by the growing number of

elderly in this country. An academic geriatrician cannot make

sufficient progress in research on these complex problems with,

at most, only a limited amount of time available for this

purpose.

In addition to doctoral-level (Ph.D.) researchers, physician

researchers trained in the techniques of biomedical, clinical or

health services research are necessary to provide a working

bridge between the laboratory and the geriatric clinic. We

estimate that, at a minimum, an average of two such academic

geriatrician research faculty for each of our 127 medical

schools are needed today to make progress in geriatrics possible.

We recognize that these 254 physicians may not be equally

distributed across all institutions, but the tOtal number will

likely fall in this range. mechanisms must be developed to

recruit, train, and reward such persons if we are to find new

answers to geriatric problems and to re-examine the answers

currently promulgated.

It is especially disappointing that not only are our fellowship

programs producing so few graduates, very few of these have spent

a fellowship year (usually the third year) devoted to developing'



72

12

research skills; Throughout the 16 internal medicine sub-

specialty areas with fellowship programsi approximately One-third

of all fellows remain for a third year of research. In geria-

trics, the figure is less than 14%, the lowest of any internal

medicine subspecialty area. The shortfall in the number of

geriatric fellows is compounded by the shortfall in their

experience with conducting research.

Practice

The shortcomings in the medical care generally received by older

persons is becoming well known. UCLA faculty and colleagues have

shown that physicians spend statistically significantly less time

with their older patients. In two separate studies, we have also

recently shown that in the typical medical encounter, many

important porcedures (e.g., pap smears) are often omitted from

the examinations of older people and that diagnoses of dementia,

depression, osteoporosis and incontinence are often missed.

We cannot expect these patterns of practice to change until we

have established more medical school curriculum time devoted to

geriatrics, more postgraduate (reaidency and CME) training and

a larger number of high quality fellowship programs.
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The projections of geriatric manpower needs made by the Rand/UCLA

group in 1980 needs substantial revision for the following

reasons:

1. Population projections have increased since these initial

analyses;

2. Population projections for persons'over the age of 85 have

increased substantially;

3. There is an unexpected demand for formally trained geriatri-

trieians in HMOs, mmunity hospitals and clinics, and

as leaders in the long term care syatem (both institutional

and noninstitutional); and

4. My own personal .conviction, and that of my colleagues, based

on our experience, that specially-trained geriatric consul-

tants will need to bear the responsibility for ongoing care

in a proportion of the frail elderly because of the compleXi-

ty of the problems encountered.

In a similar vein, review of the Graduate Medical Education

National Advisory Committee (GMENAC) adjusted-needs-based model

and their manpower projections suggests that a similtsr reanalysis

needs to be engaged in.

In terms of our own observations, we believe that we must target

for about 20,000 FTEs, a substantial upward revision from our

previc,us projections. We believe that this could be aehieved by
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the education and training of 7,000 geriatricians and about

13;000 (FTE) internists and family physicians who were well

trained in geriatric medicine but who could not be considered to

be geriatricians; If each Of this latter group devotes 50% of

its time to practice with the elderly we are really considering

the development of a mechanism for training about 26,000 inter-

nists and family physicians to develop above average expertise in

dealing with older persons. I cite this since residency training

in these specialties must obviouSly be totally redirected as must

the resources to support them.

The Need for Geriatric Facultyand Fellows

We believe that the key to meeting the challenges I have describ-

ed above is the development of a nucleUt Of faculty that can

sustain and advance the teaching and research effort With its

positive resulting effect on clinical practice. We do not

generally, at the moment, have such a nucleus nor will one

automatically emerge simply because of the geriatric imperative.

It MUSt be supported and encouraged.

The highly visible presence of a core faculty of geriatric

physicians is the key te affecting the practice patterns,

attitudes, and skills of medical undergraduates and young

physicians in car ng for the elderly. This faculty must have a

presence in the academic medical center, in long-term care

facilities, and a ambulatory clinics. It should be able to

78
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synthesize the expertise oi o...%:!s involved in the cane of the

elderly and present it in a mann,Jr relevant to the Medilal

students and house officers ,7.v care for older people.

To influence students -:uccessfully in the appropriate care for

the elderly, we must once more recognize the key influence of the

medical hOusestaff on students. It is essential that these

Pbst-M.D. physicians recognize the importance of geriatrics

faculty teaching efforts and that they acquire the attitudes,

knowledge-, and skills to pass this on to their students. It is

also axiomatic that resident physicians will not become advocates

of geriatrics until the geriatrics faculty haIpt theM ih the

management of their patients in both the inpatient and ambulatory

services. In.this vein, it id essential that geriatrics be

taught in a factual manner supported by as much data as exists

and as many key referencesas possible.

The curriculum mutt emphasize the care of the frail and dependent

elderly whose chronic illnesses or physical or mental disability

require the help of others in their daily activities. CliniCal

judgment about care of the elderly is a critical ingredient, and

while difficult to impart, requires the transmittal of Some basic

principles to clinicians in training. The usual clinical

strategies almost invariably deserve alteration in very old

patients.
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Etetgiag clinicians.should be taught about a number of specifid

problems that Affect the elderly whose assessment and manalement

usually Iles with the general physician. These problems include

the dementias, acute confutional states, instability and falls,

pressure sores, and urinary incontinence.

The role of physicians in aiding elderly patiente and their

families in arriving at long-term-care decisions mUSt be recogniz-

ed. Young clinicians must be prepared to assess the fUnttional

needs of patients and to aid in the provision of the reSOUtces to

fill these needs. In so doing, young clinicians must recognise

and under-Stand the role of ther disciplines critical to the care

of the elderly and implementing them in an effective manner.

Finally, emerging physicians must become familiar with the

practical but ever-changing workings of the long-term-care system

that is evolving in the United States;: We Ate not recommending

that the physician replace the social worker; bUt ate Convinced

that the physician suppliet: critical complementary Skilla to the

sOCial worker in arriving at appropriate decisions about Medi-

daid, Medicare, intermediate care facilities, home health care

agencies, skilled nursing facilities, and many other aspects of

the support system that has developed. At%ence of this input is

evident to anyone Who manages older patientS in emergency rooms.

Geriatric faculty. In 1983 the number of geriatric faculty was

estimated nationally to be an average of 2.5 PPE per medical

school. They are derived from two sources: 1) established
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mid-career and senior faculty who have turned their teaching and

research focus to geriStrics from another area Of medicine; and

2) graduates of fellowship programs, who now constitute a small

poO1 of junior faculty in departments of Medidine, family

practice and psychiatry.

We believe that to be effective, an institution must haVe a core

of 10 to 20 faculty members, both iunior and Senior, funy COM-

mitted to ieriatrics. In order to be a balanCed effort, ten te

twelve positions would be regular, tenure-track faculty with both
_

teaching and research responsibilities. Another six .woUld be

Adjunct faculty at affiliated hospitals, And the remaining two

waild be fully committed to research;

The major toutta of faculty for geriatrics is likely to be

fellowship progtata, and we must attract individuals te theM in

sufficient Timbers eat' train these individuals adequately if We

are to meet the getiattio challenges before us.

In the decade in which we ard beginning to experience the

predicted oversupply of physicians, the trained gerirician

finds himself or herself a much sought-after commodity. Fellows

graduating from our program at UCLA receive dozens of job offers.

and / am sure that this phenomenon is obsetved in other programs

as Weil. With the need for geriatricians to fill positions on

university faculties, HMOs and in long term care institutions and
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community hospitals and clinics, the situation will continue for

years to come. As a result, we can expect to see more and higher

quality applicants for geriatric fellowship training.

We are also beginning te see more professional recognition for

the trained geriatrician; Beginning in 1988, the American Board

of /nternal Medicine will sponsor an examination for "Added

Qualification" in Geriatric Medicine. Similarly, the AMerican

Board of Family Practice will offer special recognition.

Increased recognition and prestige is thus accompanying the heed

for trained geriatricians.

Supporting the development of geriatrics in the way I have

described means a commitment of monetary resources to sustain the

sizable effort needed. Funding has been iransient, and uncer-

tainty continues to plague long term development plans. we have

the framework in place, and a major commitment of funds will have

a pronounced positive impact on the care Of our nation's elderly

and the cost of such care. T believe we are at a historic dement

in the field of geriatrics because of the climate of interest and

readiness to ticipate in the clinical and research communi-

ties. There is ,ne need and opportunity to make a national

impact through geriatric training to facilitate adequate main-

streaming of geriatric expertise into general training and to

promote research.
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TABLE 1

ESTIMATES OF NEED FOR GERIATRICIANS
IN ACADFMIC AFITurTNF

UPPER LIMIT

MEDICAL SCHOOLS 124 x 3.0 372
IEACHING HOSPITALS

INTERNAL MEDICINE ALONE 328 x 2.0 656
FAMILY PRACTICE ALONE 230 x 1.5 345
BOTH 128 x 2.5 320

TOTAL 1693
CORRECTION FOR UNIVERSITY HOPS.
NET 1603

LOWER LIMIT

MEDICAL SCHOOLS 124 x 3.0 372
TEACHING HOSPITALS 512

TOTAL
889

(hASED-ON THE-FUTNRE NEEQ FOR GERIATRIO
MANPOWER -IN-THE-UNITED STATES/ KANE,:
Sotomog,_11.H,_ Eck J.0 IFELER4 t4 AND
KANE, n.A., 'JUNE; Y
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TABLE 2

ESTIMATES OF MANPOWER NEEDS FOR GERIATRIC CARE

Recipient-Eased Gata

Nether of geriatricians needed Li a functien of:

I; Number of parsons in_partinent mge_groups_ (65+ or 75+)
at selected dates (1977; 1990; 2010; 2030)

2. Average annual rate_of utilization of services of health
care providers (visits per year per person)

3. Productivity of health care providers (visits per year
per provider FTE)

4. Factor for improved care

Nutbar needed (in FIT) x 4

(Based on Tbe Future Need for Geriatrics Manpower in
the United States, Kane. R.L. , Solomon, MB., Beck;
J.C., Keeler, E, and Kane-, R.A. MUM, June, 1980)
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TABLE 3

EEJIMIEEGERIAIRILESEARCH MANPOWER NEEDS

ACADEMIC GERIATRICIANS

ACADEMIC GEROPSYCHIATRZSTS
TOTAL

RESEARCH GENATRICTIANS FTE a 25%

+1 DOCTQRALTLEVELRESEARCHER
VER bERIATRIC FACULTY

GERIATRIC PHYSICIAN SCIENTISTS

9004600 FIE

450 FIE

1350-2050 FTE

325-512 FTE

1350-2050 FIE

250 FTE

(SOURCE: PHYSICIAN MANPOWER NEEDS IN GERIATRICS:
PROJECTIQNS AND RECOMOENDATIONS, Kani R.L.,
BECK, J,L., SOLOMON. Dal., MARCH 1981)

86
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TABLE 4

Maili-MUMHFACHFTY MEMBER TARGFTS

FACULTY MEMBERS SHOULD BE PERPARED FOR TEACHING AND RESEARCH
IN GERIATRICS AND GERONTOLOGY. THE FOLLOWING MINIMUM TARGETS
FOR TXE YEARS 1990 AND 2000, FOR WELL-PREPARED FACULTY MEMBERS

WmubE PRIMARY COMMITMENTS ARE IN GERIATRICS AND GERONTOLOGY

SHOULD BE CONSIDERED:

222n WO
MEDICAL SCHOOLS-PHYSICIANS 600 1300
MEDICAL SCHOOLS-OTHEq FACULTY 600 1300
NURSING SCHOOLS 750 1500
DENTAL SCHOOLS 80 120
SOCIAL WORK SCHOOLS 300 1000
OPTOMETRY SCHOOLS 80 125
PHARMACY SCHOOLS 150 300
CLINICAL PSYCHOLOGY PROGRAMS 150 450

(SOURCE: REPORT ON iDUCATION AND TEAINING IN GERIATRICS
AND UERONTOLOGY, DM1NISTRATIVE DOCUMENTA NATIQNAL
pSTITUTE gy GING, DEPT. OF HEALTH AND HUMAN ERVICES,
EBRUARY, )



TABLE 5

NUMBER AND CHANGE IN NU QF PROGRAMS:

197940 vs1 S3-84

(current Nturns co ared to same

medical schuols an: lepartments

in 1979-'6

Sponsoring Dots:

PedIrcig glice
Psychiatry Total

(11:37) (n=142)

Number_of_clinical_

programs in 1983-84! 91 31 47 169

Number of clinical :

programs in 1979-80: 50 19 15 84

13 of the 142 programs were co-sponsored but are counted on4 once

(mostly as Iralal tledielmithusi the lower number of Fumily prac-

tice Programs Gi) thon sponsoring departments (37) i

CgCATION ILTHE LLINICALIARS! UEOSION OVREALITOIVELL),S,
-

ROBBINS, AtSt- SOLOMON-; DA; AND BECK; Jii;, pujjy. tipl; JULY-
AUGUST; 19891
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TABLE: 6
25

Rasidaucy TrAifiing in Ceriatrids

.1111:. Source . Data

77-78 d =a Adancifiad 20.0f. 753 Intern Al bAdicina and
lailly_Practice (no bread:down) program' .thac required
rotations in geriACride

79-80 A 35 of 92 medical schools and inacitntiont_repOrted.

44 graduate programa, one-third of which were required

4/84 a see cable below
.

TAM SLOCX-TYPE ROTATION IN GERIATRICS
00 514

buernal aidltiot
Tutu' links olku1lt_blikk_519115)

Mamkroty .
9O-NoSo_U__NsIdooto

' WO%
--90%
5&73%
2040%
_ 10%_

. . 4$16,21)_,
Nambor uAlu

1.

3
5

Ekalve 8127%)
0:1115491155444

4 mildew . 3

5 nollelan 1

_I

.403%)
B. fiwtik owelleire Mask upossiol

Total yaks offering block maim B(3O%)

; 4(33%)
Poroa44(

100% 3.

: 403%)
NiaWreingAm

Prikkedag
I .

3
2

C.hurmal
.

Total oaks offerios madam*, block rolitloic 13(43%)

*
refers _ co 30 Of -37

ea vibliehed acedeMiC
u t le geriatric

eine identified
am oZ April, 1984

10=11

1.41CLA asim20A-Agidiela. ELL.
b 0014.1n preparation;

52 I Calkins Mull.. 10.11.:ligiti;) -
B IOLA-ging and ?Weisel Emaciation Report
a masumAntionti &truly-or I aaaaaa 1 Medicine Moopowor)r Pennington ( WL-ALLIALLAW.g..)



EAR

1980-81

198142

198N3

1984-85

1985-86

TABLE i

1111211) MGM%

TOTAL INTERNAL MEDI PSYCHIATRY

Nol No Nol No NO1

PROGRAMS POSITIONS FILLED PROGRAMS POSITIONS PROGRAMS

(GRADUATES )

36 25 67 (28) 11

36 85 25 75 12

37 97 24 11

93 45 136 (51) 13

48 166

90

Nol

POSITIONS

(GROOM)

20 (12)

19

40 (34)
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TABLE 8

6-MATR1C M IrNE r M F

(AmA CRED;T_AND-AT-pAST
ONE DAYS DURATION)

YEAR SODRCF

1975-77 (gENNINDrom
. 36

.Y. STATE J. MED)

1984 (UCLA) 41

1985 (UCLA) 45
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UNIVERSITY OF CALIFORNIA, LOS ANGELES UCLA

11Eft.11.1' 1/1V1. MI,/ IAA AGELES NIS ENSIIIE %A% nIEGIO %A% r1111.1,0 *AMU CM..

July 22; 1986

Honorable Charles E. Orasaley
United States Senator
Chairman Suboommittee on Aging,
Committee_on Labor_and Human Hesourcea
Washington, D.C., 20510

Dear Chuck:

DEPARTMENT OF MEDICINE
MULTICAMPUS DIVISION OF GERIATRICMEDICINE

10833 LECONTE (CRS)
LOS ANGELES. CALIFORNIA MA

(213) 62541253

Hy_a_polosies_tor_nct_having_responded to your letter of June 274 1986
but it only reaohed my office on July 10th. At the time I was away
from Loa Angeles advising the government of Alberta, Canada on its
future development of servioea for older people, inoluding its
personnel/manpower problema.

I ahall address the questions which acoompanied your letter in the
following paragraphs.

1. fit...larLta...1.1kiii..6.1.11.0.212.1LIUULtd-ACLitAllarA-=MU= duont1fl DsuuLAOLLEAnktz=
4ndicate Saul lila =Luta Itainug Amu" yjja zsAimasi 12 jam saumwas
=Isla sa slur aocietvlakomagraguilayjazgyAillaghturtjojela taoultv
1.2.11n Sairarimarx.c.arit almelsalw And -11tat y. = ha= la gas SULIWIEt-
scra Anfatntm, adesuateIv /tiLuAg IsankinkgeriatricTis jaa ZI1A/

There is no ,!,:lestion that there is a response by the medioal training
system but as one looks at it in perapeotiv. (aa my testimony points
out) this reaponse haa been slow in cloning and la falling tar_ ahort of
the_manpower/personnel_needa for thia nation. To_ dramatize thia, my
testimon9__r_evea1ed_that verY alJ proportion of the over
16,000 &naduates of U.S. medioal sohools reoeived a meaningful
experienoe in the oare of the elderly. (The number ranges from 2.-3
percont-:o 3.2 -peroent on the basis or the national_data
At_the_IeveI or oore training or internista and_f_a_ally_phYalcians the
situation is coually desperate._ Of the A42 reaidenoy_ program,: in
internal medicine and the 380 programa in family praotioe there would
aintar to be on the basis of 1985 data, no more than 40 experienoes
exiat of whioh 43 peroent were mandatory. _At_the feIlowahip training
level the Iaat_data_available reveaIs_5I_phyaiclana_etiticg fIrngrnme
in geriatrics in contrast to, for example, 178 in pulmonary diaeaae,
193 in gaatroenterology and 249 in oardiology. In faot, no more than
400 pbysioians have ever had fellowship training in geriatrio medioine
and woropayohiatry in this-nation and LSe_demand ror theae_peraonneI
is naariug_a_nationaI crisia._ At the continuicg medlOal educational__
level we believe that for 1,84 and 198% oombined no more than 8,000 of
the approximately 480,000 praotioing phyaioians in thia oountry haa
substantial CME experienoes. Hy substantial we mean that physioians
attended at leaat one day of CME. Our eatimate of 8,000 we oonaider
to be a generoue one.
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HonorabIe_CharIes E. Graasley
July 22, 1986
Page 2

2; I/ tat... mkx nal AAA itAll further AISEA AAAA IA kA IAAAA?

The reasona for loaa thah_an _Ideal reaponae haa nultio usea
but perhapa the most major of themn la_thm b rc natioaally, of
adequate numbera of Cll., qualified faoulty oa*.able_of_taking_up the
education and trair'r,!, .13ponabilitlea. My teatimony also Pointed_OUt
that in the upward lsinu ourmanpower needs we now estimate that
20,000 Future 71n9 ant& tP_TE,a) would be needed by the year
2000. Of this er..a.- ,,(.90 would be geriatricians_and about 13,000
(VTE) internist, ,y,0 phyaioiana who are well trained in_
geriatric medie'-:., cut not oonaidered to be geriatriolana, If eahh
of this latter group devotes§ half of their time to practice with the
elderly we are really tikoing the development of educational and
training programa for about 26_000 internista_and_family physicians to
develop above average expertise in dealing with older persona. The
fac0Ity requirement to bring this about in the oore residency training
programa I believe Lu he approaohing a crisis atate in this nation.

The steps which need to be taken are omoo_m_ara_muItipie, but -perhape
the moat oritioal Is the development of adequate numbers of Cerm.ers in
thiX nation who could begin to produoe faculty in large numbers to be
distributed tn the sites where they are needed. This is clearly an
early and firat stop and when_theae_faoUIty are produoed and in place
the resouroes neoessary to supPort them in their_eduoationaI and
training aotivitlea direoted at both the undergraduate; the core
training in internal medloine and family praotioe, and in continuing
medioal education wo Id take_ plaoe The reasons for inadequate
numbers of aitea oapable of_deveIoping_new faoulty being preaent in
this nation la clearly a resouroe probIem,_aIthough_there are-other
influenoes which bear upon it. There are inadequate._ atable_fUriding
mechanisms_ which oan permit the development of adequate numbers of
sitea capable of developing new faculty.

3. uy Agya kgAm involvecAILIzAlnljam ithriatriq teachera /2x x Isms
AAA AA AAA Auccurt UAL faculty Astm3

We have heem involves] in the devoloop;ment-of training faculty for the
nation'a medioal achooio amatet_t9_78-19. Our_owm faoulty at the moment
have been supported from a variety of rolativeIy_atable as well-aa
highly unstable aouroes as have our fellowships stipends._ 'The faculty
support has come_through the Veterans Administration, the OOLA $chool
of Medicine; National Institute of Aging special awarda to faculty,
both senior and junior, an4 ffssm primate foundation support. 7e
sources am you can aee range from reamomably stable to sourcea
are of aho..t duration and highly unstable.
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RonoriOle Charles E. Oraseley
July 22, 1986
Page 3

1128 gagla Ill/DMA AZ& xam =XV

With the euppopl ,C latr.oans Administration, private _foundations,
and-UCLA Mediae: rA_!..e.; t 41,W6 _have a eteady_state of between __
tweIve_and_eixtetn_fell.A.h tratning The training Program la of
two and three years duration reepeotively. In addition we have had
from one to three mid-oa.ser faculty who in a period of a year have
reAlreoted their aotivities into geriatric, medicine.- Their-funding
11.:e come_from foundation souroes and_froa their ow_n_inetitutiUmai_ _

eouroe_s_o_f__fel_lowah_l_P_a_ti_peds _are agalt highly unstabla.
Foundations have not been willing to stay in this activity for longer
than three to five years; the oonstrainte or advanoed trainees in
internal medicine through-the traditional funding_sourees are a
constant throaty and finally_even the stability of_the Veterans
AdMieietration funding_has been in queetion on several 000asions ainee
we started our programs.

4. Lust arm mait tall &a itkal-smo. x.s.a w gui d war). sat lam la= sa43-11-Dport
AIIAI would IA provided, kic AmAgrAA contemnIatal thla kIll?

As I have imped elsewhere in response to your queetions the stpport
of faoulty and fellowship atipende J. highly unatable. In a period
where there are oonstraints,-and actual outhaoks in the aupport or
the_present number of_medioal sobool_faoulty, it_ie exoeedingly
Cficult_for_deans_of_eohools of medicine to maintain their present
support of geriatrlo faculty, muob less inorease the number. Our
training oapacities with the number of faoulty we have-at hand in the
UCLA familr (which inoludes_our-VA Medical-Center sites) Is_at maximum
oapacity. Were_we to lose faoultr, through_the p_reeent_instability in
funding_some _of tbea,_ we_wo_uld have to out haok on our training
oapaolty. The legislation proposed would faoilitate inoreaeing our
training oapacities at all levels of the medloal eduoation continuum
and particularly at the-oore-training level in internal medioine and
family praotire, the fellowship level and in oontinuing medoal
eduoation.

I am delighted with the opportunity Lobe able to reepond to your
questions and would he happy to elaborate further on them.

Io- leoerly,

hn C. Beck,M.D.
Profeseor of Medicine
Director, Multicampus Divielon

of Osrlatric Medicine
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Senator MATSUNAGA. Thank you very much, Dr. Beck and Dr.Thier.
Do you believe that the private sector cannot do what the Gov-

ermnent is now proposing to do?
Dr. TWEE. I think not I think the activities that have been at-tempted_ by the_private SeCtOr which I laud, are activities such asthose of_ the Hartford leoundation, which funded a very smallnumber.of people at midcareer.
What is needed is a mechanism of support which provides the op-portunity for individualt who are coming out of their training to

have protected time to develop a research and academic career
which would put them in the mainstream. They must be able toWork along with their colleagues and to develop a relationship thatmakes academic geriatrics a key part of an ongoing broader aca-demic program.

I do not think that the foundations, at least the ones that have%een involved thus far, can deal With the numbers of individualschat we are talking about They cm play a very important role infilling in gaps where there are atipects of programs whiclv could befacilitated by private sources of support At our recent IOM meet-ing we had the foundationsHartford, Dana and othersinvolved
so that thw would have a sense_of where they might get the great-est leverage for their support. But the problem is a much, muchbroader one than that, and Lfear that telling ourselves that it canbe taken care of without Government participation is going tocreate the same mistake we_have made for the last decade.

Senator MiurstmAGA.. Dr. Beck?
Dr. BECK. I would like to add to Dr. Thier's remarks. I have hadpart of my career in the foundation world, and there really onlyhave been three foundations in this nation which have shown sub-stantiaL interest in the problem we are_discussing today. One wasHenry J. Kaisex Family Foundation in Palo Alto which initially, interms of stimulating the development of geriatric medicine, fundeda very limited number of programs with the clearcut, typical foun-dation strategy of Saying; We want to do this to _point out to the'Whole nation that this needs to be done, and funds have to comefrom elsewhere, Since we are not committing our funds forever.
Subsequently to that, Hartford Foundation, as you have heard,has. developed a =iciest program in support of midcareer training,and more recently the Brookdalt Foundation out of New York hasdeveloped again a very modest program.
The numbers of facilities preduced through these mechanismsare far short of what is needed to meet the national need.
Senator MATSUNAGA. Considering the fact that there is a defi-nitelygrowing _Population of the aged, and as I underStand it todayin America, 200 every week celebrate their 100th birthdayI wagamazed to learn about that,and realizing that thiS population willcontinue to increaaein 1900 it was just 2 percent; today it is 11percentand in the beginning of the next century, it will be 22percentI would think that the medical schools themselves wouldrequire those who are learning to become doctors to take courses ingeriatrics end gerontology.

Are the medical schools doing anything in this regard?
31 r),

9 5
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Dr. BECK. The media(' schools, sir, are doing_ all that they .can.
They are in a_period,and Dr. Thier_can respond as _wellof major
fiscal conStraint, as faces many other_ areas within_ our society.
Their major limitation in a response is the abseace Of trained facul-
ty to teach geriatric medicine and geropsychiatry. We cannot
expect our medical schools to begin to educate our medical students
and house staff until we have got bodies around who can do it; And
the nation has not got them.

Dr; THIER; I think that is the _real message about the earlier com-
ments related tO the_presence of increasing amounti of geriatrics in
the curriculum._ In essence; what you_have ia_a geriatric curricu-
lum, taught by talented amateurs. And that *ill never achieve the
kind of-sticking power_and kind of attention that is required until
it has the kind of faculty that can also be part ofa collegial group
and_ hold their own on the basis Of the quality of what they
produce; in scholarly terms ns well as teaching terms;

Dr. BECK. I support that completely.
_ Senator MATSUNACA. As the years go by; more and more I begin
to believe in what you say.

Dr; TRIER; We hope you will _have a long time to do t}
&nator MArauNAGA. Well, thank you very much.
Dr; THIER._ Thank you._
Senator MAMMA GA. Our next panel of witnesses consists of Dr.

Gregory Pawlson, representing the American Geriatric Society, and
Aasociate Chairman; Department of Health Care Sciences; George
Washington University and Ms. Ina Guzman, who is a consultant
with a major interest in private support for geriatric education;

I will be happy hear from you.
Dr; Pawlson, lease proceed

STATEMENT OF DR. L. GREGORY PAWLSA1N, REPRESENTING
AMERICAN GERIATRIC SOCIETY, AND ASSOCIATE CHAIRMAN,
DEPARTMENT OF HEAT TR CARE SCIENCES; GEORGE WASHING-
TON UNIVERSITY; AND INA GUZMAN, CONSULTANT WLTH
MAJOR INTEREST IN PRIVATE SUPPORT FOR GERIATRIC EDU=
CATION

Dr. PAwLsON. Thank you very much. I will alio try to highlight
some of the areas in my_ written report.;

First of all, we feel that the care of the frail elderly can_be im-
proved in terms of function and perhaps even survival with little
or no increase; or in some cases an actual reduction, in_ the overall
costs of health care- through the application of some of the princi-
ples of geriatric_medicine. I think that is a very important factor in

to_produce training in geriatric medicine.
.')een studies in the hospital environment, both in _the

tiC - i:.bilitative Oaase of hospitalizationi and in the outpa-
tia,:, in office practice and in home .care; which support
my

These are .no t. higlv technology; _costly_ interventions_that we are
talking about; but rather, if szlough teadhers were available in geri-
atric_ medicine; they are thinis that most physicians in training
could learn.
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Second, we feel that putting a limited amount of fundingand
we understand the limitations of its availabilityinto the creation
of faculty in geriatric medicine, would be the most efficacious in-
vestment of Federal dollars and could haVe a major impact on
training of individuals throughout the country. _

By doing this, I think we would create a cascade effect_ So that
by funding a few individuals at the faculty level, you _could supply
sozne direct teaching of residents and student& In addition faculty
oversee fellowship programs_which in turn produce more facultyfor the academic centers, as well as physicians who will go out into
practice and be the consultants in hospitals and outpatient envi-
ronment§ across the country. Thus you can have a very significant
effect on training in many different areas throughout the country
with a relatively small investment.

Finally, there are a couple of things that I would like to point
out in terms of why, and your previous question was a very timely
one, in terms of why this isn't going to happen on its own.

I think there are a number of things about geriatric medicinethat are going to prevent its' developing in as timely a manner as
we_would hope it would.

First of all, geriatrics has emerged in the Wrong time and in the
wrong plac& It has emerged during a period of rather painful but
necessary restraints on health care expenditures. Tuition dollars,
research dollars, and clinical income dollars in academic medical
centers are very different in terms of their rate of increaae thanthey were in 1960.

Second, geriatric medicine is a very time-intensive kind of prac-tic& There are no big ticket procedures that we can do to earn
$5,000 in an hour and thereby be able to subsidize our educational
activities at other times.

Third,_geriatric education includes the use of siteS Such EIS nuni-
ing homes and outpatient practice, which have no provision for re-imbursing trainees as does the hospital. The hospital is still a
major source of funding for both faculty and especially for fellow-ship programs in areas other than geriatric medicine. A recent
report by a group looking at funding of fellowship programs in in-
ternal medicine showed that geriatrics had one of the smallest pro;
portions of funding from hospital sources as compared to other fel-
lowship training areas._

I think that despite the fact that we are tiying to prOduce short-
er stays and better care for the elderly through geriatric medicine,
we are still going to be losers in the eyes of many hoSpitals sincewe take care of more _complex patients who are going to have a
longer length of stay regardless of how well We try to provide theircare.

I would submit that hospital directors might be Seen da rather
poor financial managers if they were to shift resources ta programslike _geriatric medicine which not only cannot provide enou_g_h
money to keep themselves going, but also bring in frail elderly pa-tients, which hospital directors may see as revenue losers under
the prospective payment system.

I would like toclose with a clinical vignette, if I might Thitpatient that I just happened to see thiS morningbeing a local, I
made my usual rounds this morning before coming here this after=

64-173 0 - 6 4
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noon. I asked this patient for her permission to use her name and
case in talking with you.

Her name is Gladys Lack, and she is an 87-year-old lady who
spent her life counseling disadvantaged youth. She was diagnosed
as having breast cancer about 8 years ago, and 1 year ago suffered
the onset of very severe acute back pain, which was diagnosed as a
metastatic lesion of her breast cancer. She took to her bed; she
became very depressed; she stopped eating and was really looking
for possible hospice care when we first saw her.

I went back and looked through the records for evidence that
this was metastatic cancerrecognizing that many elderly _people
have vertebral collapse of the spinal column from osteoporosis or
bone-softening. Indeed, as it turned out, her problem with eating
was due to an esophageal stricture which was benign and could be
oorrectedand she did not have metastatic breast cancer but a ver-
tebral compression fracture from osteoporosis. She is no longer de-
pressed and has started seeing some of her former clients again.

I think that_ the case illustrates the kind of thing that we are
bilking about. It is not high-tech. It did not take a $10,000 interven-
tion, but it produced a patient who is much better off at a relative-
ly low cost to the health care system.

Thank you.
Senator MATSUNAGA. hank you, Doctor.
[The prepared statement of Dr. Pawlson and responses to ques-

tions submitted by Senator Grassley
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ilATLMENT

OF NE

-11EFICmN ..5EF,IATRICS SOCIETY

IHE

.:LHATE CCM1TTLE CA: L-EADF, ANC HUMAN RESOURCES

.:AJE,COMMiriSE 04 AGING

:0NE

tiAu ANL. riLrk:Lv,1 Oc -UBCOMMITTGE

: L. . -awisc.n an internist and geriatrician

Bead of the ,:nnter ror Apinn Etuotes and Services at George

..,sntrioton oni,.ersity. I am here tcoav representing the American

tris Societv in whicn I serve on the Executive Board and as

. the Fublic Policy Committee. The American Geriatrics

nas aprmatelv 5.000 memoers. largely physician's. from a

of disilines incEAding internal medicine. family Practice and

ps.ch Gur primary goal is #o improve the care of the elderly

chrougn ,esearch. education and innovation in clinical Practice. Our

ne.nborship represents the full spectrum or geriatric medicine irom

pe practioners provioing primary care to the elderly. through

. rese.r,hers invoived in oasic science and clinical investigation of the

--ois.:oses :hat afflict so many of our senior citizens.

Duileing on the testimony you have already heard concerning the

neeo or more Pn.icians trained in eriatric medicine I would like to

./mcos on tnreR additional points.



96

2

1. P growing number oi studies indicate that geriatric assessment

ano management can result in better patient care at the same or even

reduced costs of care.

2. The provision of funding at the level of faculty and fellowshiP

tdication has a multiplier effect that will significantly e,:pand the

imPact of the investment of federal tunds.

7. because of current funding and reimbursement patterns.

geri,,ttic education is unlike', to e;:pand without specific intervention

b, the Congress.

Ceriatric assessment and management are key elements in the care

of e'derly Persons with multiple diseases and psycnosocial problems.

While the Procedures involved are somewhat time intensive,they do not

require e;:rgensive new technologies. Investigations of the effectiveness

of geriatric assessment have shown promising results in both the

hospital ad outpatient setting. Studies of the acute phase of

hospitali:ation of frail elderly persons in Great Britain, as well as

studies done by our grouP at George Washington. indicate that care by

Physicians with geriatric training results in a shorter length of stay

with the same or better outcomes. In the rehabilitative phase of

hopitaI care, a study done at a Veterans Administration affiIited

with UCLA, demonstrated improved patient outcomes including functional

status,morale and survive' with fewer hospital readmissions, nursing

home days and lower overall costs when care was Provided in the

geriatric assessment unit.

In the outpatient setting. preliminary results from a project

done at the University of North Carolina indicate that geriatric

assessment and management of frail elderly persons in the outPaltient

10 0
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s'ettinq c.an result in enhanded funCtion. rt.cluced use of nursing names,

,ewe, hospital admissions and lower' over all e:40enditure for health

care. Other data frail' the Home Medical Service at Boston University

suggest that nome care provided by geriatricians can reduce the number

ui huspitalilatiOn required by the frail elderly. These studies And

otner hich in th, interests of time I Will not review, indicate the

PossioiIitv that throuqn education and training of physiciant, in all

fields that relate to the dare 64 tn. elderly, we can improve the care

c; the eider!. without adding significantly to the alreaav high cost of

he.ltn care. Such training will not occur without a significant

.rcrease in the number ui physicians available tO teach geriatrics.

I would like.. to turn now to a consideration of how we might ekeand

training anc education in geriatrie medicine With in the most cost-

er.ectis.e manner. First it is clear that the field Of geriatriC

medicine will evolve; hot as a seperate speciality as it has in Great

Britain. but as a area Of special focus within existing specialitieS,

soecifically ihternaI Medicine, family pr ,ctice and poseibly

psYchiatry. Indeed. the American Boardt of Internal Medicine and of

Family Fractice have stated their intent to give certifying eXams in

get"iatric medicine by t'ie tering of i99G. By remaining within the

Mainstream of these and other specialities, geriatniC Medicine can have

an major impact on the training of most of the physicians who care for

the vast maiority of elderly perSons. ThiS edtitioning of geriatric

medicine within Internal Medicine, Family Practice and other

specialties requires a broad AperoaCh tO the funding of geriatric

training.

As you have heard the maior factor limiting training in geriatric

medicine is the lack of a sufficient hUffiber of qualified faculty to act

as teachert and role-models. Thie lack of a suffient number of faCUIty

1 1
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is due. in turn. to the small number oi training programs whicn prcr.ide

facylr: in geriatric medicire and increasingly limitpo support for new

nedical school acult.. Providing reiativly limited funding for

increasing the number of facult;: wit, e,Pertise in geriatrics can a

na,e e sigriiicant impact .n the training of a lar9e number of

Ohvsicians esraciallv ii tuCn funding it tied te the o%pansion of

iellowshiP trairing programs. The tirst step. In what could be called

the multiplier effect. Is that a relatively modest number of facult,.

pro.ide the e,pprtise ano dt..pcsion for the training of geriatric

fellows. Geriatric fellows are phsicians who have finished their oasic

residency training in their i;peciality iielo. euch as Internal medicine

or family practice. and who desire advanced training in geriatric

medicine within that sOetiaiity field When their training is

compleated most fellows assume rnaJor teaching roles. However even while

in training. fellows play a significant roIe in the education of

residents. interns and medical students. New faculty and fellows also

provide a er:: crucial source of fresh ideas and manPower for the

research whicn may some day remove the diseases that cause so much

suffering for our elders. This cascade oe multiplier effect of a small

number of new faculty is the reason why investing in a Program that is

aimed at the faculty level may prove to be the most effective means of

e;:ganding geriatric education and, more imPortantly. Improving the care

of the elderly.

My final Point is oirected at the question which is Perhaps most

IMeOrtant to members of Congress: Why do we need federal dollart and

legislation to increase education in geriatric medicine7' I would like

to offer thR following reasons in support of our need for your

intervention:

1.02
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1. Geriatrics has had tne misfortune to emerge during a period of

increasing limits on income in academic medical centers. These limits

lave been noted in all tnree of the maJor sources of income for

.,cademic medical centers-tuition researcn and patient care. Medical

school tuition has reached le,els in some institutions, such as my own.

df over $20.,:.0 per year. At this level. further tuition incréiAed to

ionJ new programs is almost untnir4'ab1e. Funding for rescarch. after a

Period of rapid incrvase in the pO's is declining in real dollar terms.

necessar,. but still painful efforts to control health care

,..,pendit,res, have reduced the a:ailability or clinical income that

might ha,e been used to r_coss-subsidize tle development of geriatrid

medicine.

Z. Geriatric medicine is a very time intensive enoeveUr With no

highly reimbUried "high tech procedures. Further, efforts to limit

Medicare eipenditures have had a disproportionate effect on the

practice of geriatric medicine. While other physicians may have shifted

some of the rising costs of practice during the Medicare freeze oy

raising fees for non-Medicare patients such shifting is impossible when

,,our practice is, by design. all elderly patients. In addition, since

most patients cared for by academic geriatricians are already burdened

by poverty or very high medical care costs, it is usual to accept

Medicare assignment. Taken together these factors insure that income

from clinical practice is nnt sufficient to subsidize education.

7. Despite the enhanced efficiency and effectiveness noted in the

studies which I cited earlier, the care of frail elderly persons. which

is the basis of clinical geriatrics. is seen by hospitals as a revenue

loser under the current system of Medicare reimbursement. Hospital

revenues account for a substantial proportion of the funding for

faculty and fellowship salaries in areas other than geriatric medicine.
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Data from the annual survey of IntLrnal Medicine manpower indicates

that geriatri: medicine fellowshiPs derive a substantially smaller

Lhare of their support from nosPitals than other Internal Medicine

fellowships. Gi,en the growing fears, and in some case the reality of

declining reve u,s, a hospital director wouid liely be accused of poor

ousiness Judgement it funds were Oiverted from a revenue enhancing

Proguam such as .7ardiac surgerF training to a geriatrics Program. Not

onl, do programa in geriatric mediTinw attract patients Who are liely

rd h..e ionoev than i....vor.aae sta-ys in the hospital but as we noted

before thP Prograns tnemses Arv not lIkely to be self-suifient trom

clinical income .

ralen tcgerher the prec,,ding factors maiie it very unlikely that

funding Tor now iazulty, or tor fellowship training in geriatrics will

be forthcoming unless there is action by Congress. i would like to

thank you for this opportunity to speak before you and woUld be pleased

to respond to Your questions.

t 0 4



101

THE
GEOR(;E
WASHLSGTON
.NIVERSITY

MEDICAL CENTER
/229 23111 Street. N.W. / Wathiriglon; D.C. 20037 / (202) 6 76.4731

JUlY 10; 1986

Dirition ofGeriatric Mtdkine

The Honorable Charles E. Grassley
Chairman, Subcommittee on Aging
Committee on Labor and Human Resources
United States Senate

Dirksen Senate Office Building, Rm. 428
Washington, D.C. 20510

ATTN: Penny Bogas

Dear Senator Grassley:

I am very pleased to respond to the question which you submitted
to_me_concerning my_testimony at the June 26 hearing on "Geriatric
and Gerontological Education and Training". The question which
Yee posed wasi "Explain_to me in somewhat more concrete terms
how improved geriatric_training would help physicians make more
cost-effective decisions about the care Of the elderly".

As you have notedi evidence_from several studies cited in
my written statement show that_physicians using geriatric assessment
techniques can reduce the overall_costs_and_improve outcomes in
the care of the frail elderly in a variety_of_settings. Settings
included acute hospital care, rehabilitation hospital_care; home
care and office space care. While the reasons for the_lower costS
arid better outcomes have not been studied in detail, the following
factors would appear to be important:

-

I) P. careful geriatric assessment can uncover problems and diseases
that are reversible, often with relatively simple, inexpensive
interventions.

2) Geriatric assessment focuses on functional status, as well
as_disease diagnosis. Thorough knowledge of-a patient's
function allows serviCes to be matched closely with needs.

Close linkage of medical assessment by the physician with
social and nursing_assessment, which is the hallmark of geriatric
care, allows_coordinated_planning of care. This coordinated
planning is something_which_does_not always occur when_separate
social agencies, nursing agencies, physicians and hoSpitals
are irvolved in the care.
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Geriatric assessment frequently includes-family and friends
of the patient in the process. 7bis inclusion often increases
the understanding of the family or friends about the-problems
of the older individual and often enhances their willingness
to participate in the care.

5) Physicians are-often the only_professionals_who_follow the
patient through all care settings_(home_care._hospital_care,
or nuesing_home_care).__ Therefore;_physicians with_a_good
working_knowledge_of_the_treatment_options_available_for_
the_elderlY_In_each_of_these settings can help ensure the
efficient and effective use of each setting.

Physicians with a knowledge of geriatric mtdicine can provide
the elderly patient who may require major diagnostic or therapeutic
interventions with a balanced and knowledgeable assessment
of both the benefits and the risks of such interventions.
For example,-a number-of studies done by-geriatricians have
shown that-discontinuing certain medications in older persons
can-not-only-save the-cost of the_drug but reduce the level
of functional disability in certain instances.

_ _It is our strong_belief that the knowledge and skills which
can_help_ensure_costTeffective_care for_the_elderly_can_be_imparted
through_improved_geriatric_training. As noted. it is our hope
that_such_training would extend through the development_of geriatric
faculty_and_ fellowships at_medical centers to the training of
all physicians who participate in the care of the elde

Since

1_ Greg so MP4IH.
irector. C nter for-Aging Studies and-
Scrvices, George Wathington Univertity

Executive Board, Ameridan Geriatrids Sodiety

LGP/de
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Senator MATBUNAGA. MS. Guzman.
MS. GUZMAN. Thank you, Mr. Chairman.
I too have submitted longer testimony and would like that wri -ten testimony entered for the record.
Senator MATSUMGA. That will appear in the record.
Ms. GuziwArr. Thankyou.
I am very pleased to have the opportunity to speak before thisSenate Subcommittee on Aging. Having formerly-served ab the di-rector of the Aging _and Health Program at the John A. Hartford

Foundation in NeW York City, I am currently working as a consult-ant with many of the national foundations to help design their
grants-programs addreSsing the needs of the elderly and to ceordi=nate efforts among foundations that share common interests in thearea of aging. One of theSe common areas of interest and concern
among foundations is the development of training opportunities forphysicians in geriatric medicine.

WiSh to share with you today my experienceszained in develop-ing and administering the Hartford Geriatric Faculty Development
Awards_program as well as my perspective gleaned from discussionwith other foundations as they consider ways to address the needfor- hysician training in geriatric& _

e Hartford Geriatric Faculty Development Awards programwas establiShed by the Hartford Foundation in 1983 to help medi-cal schools strengthen geriatric training through faculty fellow-ships. The vehicle selected by the Hartford Foundation to meet thisobjective is to *rain academic physicians who have reached a seniorlevel of acadcmic rank and leadership in their medical Schools andcan therefore, following a year of training, be imtrumental in
building a research, clinical and educational program in geriatricsat their respective medical schools.

The key concept underlying the Hartford Program is one of mid-
career retraining. The program is intended to attract senior-level
academic physicianS with backgrounds and training in areas relat-ed to_gériatrics, such as internal medicine and family practice, andwho have stated an intent to redirect their area of concentration tothe field of geriatric medicine.

Following a year of retraining, these physicians are expected toreturn to _their respective medical schools committed to buildingacademic programs in geriatrics.
The goal of the Hartford Foundation program is to develop acadre of academically based_physicians knowledgeable in the deliV;ery of medical care to older persons, so that they, in turn can teachand train others in the field of geriatrics.
To date, there have been 23 Faculty Development Awards grant-ed, with approximately eight physicians trained per year.Experience With the Hartford Program to date indicats that,while this midcareer focus is an important and necessary one, along-term solution to the problem of geriatric training requiresthat these midcareer physicians have a critical mass of additionalphysicians trained in geriatrics to assist and support them in theireffortS to build and sustain geriatric research, clinical, and teach-ing programs at their home institutions.
The _proposed bill addresses this key issue of the multiple tiers ofphysicians who need to be trained in geriatric medicine. Without a

1 01



104

critical mass of physicians at any one medical school, the .,ffbrts of
a single trained physician are likely to be diffused as he or she at-
tempts to build a geriatrics program.

Thus, while the Hartford Foundation has chosen one vehicle,the
mid-career retraining, to begin to address this critical need for phy-
sician training in geriatrics, it is a short-term solution. OneTerson
teaching units are not viable for more than a short time. We know
that fbr a long-term effect, we will need to _provide training oppor-
tunities at all levels of graduate medical education.

In addition to the Hartford Foundation, there are several other
foundations that are beginning to address the need _for geriatric
training. The Brookdale Foundation in New York City recently
launched a national fellowship program_designed to encourage in-
novative research in the aging field. The Brookdale Fellowship
Awards are targeted toward candidates, both M.D.s and Ph.D.s who
have reached a stage in their careers where they have demonstrat-
ed that they are capable of outstanding work, but need protected
time, freedom from their routine commitments to pursue their re-
search interests.

The Charles A. Dana Foundation in New York City is currently
developing a program to _provide training opportunities in geriat-
rics. One aspect of this program will be aimed at training clinical
investigators in the field of aging. A prototyire_prect was recently
funded at Harvard_ and its clinical affiliates to create a research
and training unit focused on the aging syndromes such as acute
confusional states and urinary incontinence. In addition to support-
ing research studies, thia project will also train two fellows in the
clinical aspects of diagnosing and treating aging syndromes.

The Dana Foundation also provides funds through the American
Federation for Aging Research to support 5 new investigator
awards each year and to support 12 awards each year for third-
and fourth-year medical students to participate in a Fmonth clini=
cal rotation in geriatrics.

There are several other foundations as well that have acknowl-
edged the critical need to improve the tradning of physicians in ger-
iatrics. However, no single foundation nor even a pooling of all of
these foundation resources can fill the gap in the numbers of physi-
cians who will need to be trained in order to care for the increasing
numbers of older patients in the _population. The need for geriatric
trainingand consequent costfar exceed the capacity of founda-
tions to respond.

Foundation support in this area is critical in terms of stimulat-
ing pockets of-research and training activity, whether it be through
the vehicle of the midcareer training sponsored by the Hartford
Foundation, or through the creation of research and training units
as sponsored by the Dana Foundation.

However, these effbrts must be encouraged to multiply and grow
at a much faster pace in order to meet the huge demand for physi-
cians who are knowledgeable and trained in geriatrics.

The key element to expanding these training efforts is embodicd
in the proposed bill. The Geriatric Physicians Graduate Medical
Education Act of 1986 is intefided to train physicians who plan to
teach geriatric medicine.

10'8
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The Hartford Foundation is currently the only foundation that
supports the training of faculty through its approach of midcareer
retraining. _However, the Hartford Program only produces a maxi-
mum of eight trained physicians per year.

The Brookdale and Dana Foundation programs provide fellow-
ship support for research and clinical puisuits in specific areas of
geriatric medicine.

The proposed legislation represents an important step toward in-
suring that there will be adequate numbers of faculty to teach
others in the critical areas of geriatric& The tsTro avenues of sup-
port outlined in the bill, a 1-year retraining program for faculty in
departments of internal medicine, family medicine and psychiatry,
and a 2-year internal medicine or family medicine fellowship pro-
gram with emphasis in geriatrics, will move us much closer to :the
desired goal of having a critical mass of faculty in any one inttitu-
tion capable of teaching and training others in the field of geriat-
rics.

Thank you.
[The prepared statement of Ms. Guzman follows:]
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Ina G. Guzman
Testimony Reo Geriatric Physicians
Graduate Medical Education
Act of-1986
June 26, 1986

Mr. Chairman. I am very pleased to have the opportunity

to speak before this Senate Subcommittee on Aging; Having

formerly served as the director of the Aging and Health program

at the John A. Hartford Foundation in New York City, I Om

currently working as a consultant with many of the_nationaI

foundations_to help_design their grants programs addressing

the needs of the elderly and V; coordinate efforts among

foundations that share common interests in the area of aging.

One of these common areas of interest and concern among

foundations is the development of training 'opportunities for

physicians in geriatric medicine.

I wish to share with you today my experiences gained

in developing and administering the Hartford Geriatric

Faculty Development Awards program as well as my perspective

gleaned from discussion with other foundations as they consider

ways to address the need for physician training in geriatrics.

You have alreadNP heard estimates of the numbers of

physicians who must be trained in geriatrics. While it is

difficult to pinpoint an exact estimate of need, it is clear

that we are still far short of the projections. This shortage

of physicians trained in geriatrics affects Tall aspects of

the health care system and its ability to meet the needs of

the elderly. Without more geriatricians, only limited progress

can be expected in effortso i)to imimove training for medical

students and practicing physicians in the diagnosis and

treatment of older patients; itto expand medical research on

aging-related problems; and iii)to improve health services

for the elderly.

tl
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Melly Of the nation's medical schools are attempting to
reSpOnd to this shortage by creating departmente Or diVisions
Of g;;riatrics. Others have developed folld*Ship training
programs for post-residency medical_stUdente. These efforts
have, in large part; been frustrated by a lack of fully
trained academic geriatricians to_Staff the programs and by
the severe economic crisie affecting most teaching hospitals;

The Hartford Geriatrid Faculty Development Awards program
was established by the Hartford Foundation in 1983 to help
medical sChOold Strengthen geriatric training through faculty
fellowshipe; The vehicle selected by the Hartford Foundation
to Meet this objective is to train academic physicians Who
haVe reached a senior level of academic rank and leader-Ship
in their medical schools and can therefore, folldWing a Year
Of training, be instrumental in building a_reSeardh; Clinical,
and educational program in gerintrics at their reePective
medical schools. The key concept underlying the Hartford
program is one of mid-career training. _The program is intended
to attract senior level acadeMic physicians with backgrounds
and training in areat related to geriatricsisuch as internal
medicine and family practice, and who have stated.an intent
to redirect their Atett of concentration to the field of
geriatric medicine.

FtilldWing a year ofrt;nining at one of four training
Sitedi HarVard Medical School, Johns Hopkins_School Of Medicine,
Mt. Sinai School of Medicine, and UCLA School Of Medidine,
the trained physicians are expected_to return US their
respective medical schoolsicommitted tO bUilding academic
programs in geriatrics; The goal Of_the Hartferd Foundation
program is to develop a cadre of academically-based physicians
knowledgeable in the delivery Of medical care to older persons;
so that they; in turn aan teach and train others in the field
of geriatrics.

To date, there have been 23 FACUlty DeveloPment AWaras
granted, with approximately 8 physicians trained per year.

1 1
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Each award provides up to $50,000 for one year of p.!-.tial

salary support and a $5;000 relocation allowanci.:;

Experience with the Hartford Geriatric Faculty Development

Awards_program to date indicates that, while the mid-career

focus is an important and_n3cessary one, a long-term solution

to the problem of geriatec training requires that these

mid-career physicians have a critical mass of additional

physicians trained in geriatrics to assist and support them

in their efforts to build and sustain geriatric researchi

clinicali and teaching programs at their home institutions.

The proposed bill addresses this key issue of the multiple

tiers of physicians who need to be trained tn geriatric

medicine Without a critical mass of p4sicians at any one

medical school; the efforts of a single trained physician are

likely to be diffused as he or she attempts to build a program

adequate in the research, clinical, and teaching aspects of

geriatrice.

Thus, while the_Hartford Foundation has chosen_one vehicle,

the mid-career training, to begin to address the critical

need for physician training in geriatrics, it is a short-term

solution. One-person teaching units are'not viable for more

than a short time. We know that for a long-term effect we

will need to provide training opportunities at all levels

of graduate medical educationi

In addition to the Hartford Foundationi there are several

other foundations that are beginning to address the need for

the development of the cIinician/researcher/teacher in geriatric

medicine. The Brookdale Foundation in New_York City recently

launched a_national fellowship program designed to develop

future leaders in geriatrics and to encourage innovative

research in the aging field. The Brookdale Foundation Fellow-

ship awards are targeted toward candidates, both M.D.s and

Ph.D.s who have reached a stage in their careers when they

have demonstrated that they are capable of outstanding work,

t,
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but need freedom from routine COmmitments to pursue their
research interests. AppreXiMately four fellows are selected
each year and are SUpported for a two-year period at an
amount up to $50,000 A year.

The Charles A. Dana Foundation in New York City is
currently developing a program to provide training opportunities
in geriatrics. One aspect of this prograM will be Aimed
at training clinical investigators in the field of Aging.
A prototype project was recently funded at Harvard University
and its clinical affiliates to create a research and training
unit focused on the "aging syndromes" such as acute confusional
states and urinary incontinence. In addition to supporting
research studies, this project will also train two fellows
in the clinical aspects of diagnosing and treating aging
syndromes.

The Dana Foundation also provides funds through the
American Federation for Aging Research to support five 'new
investigator' awards each year at $25,000 per award, and
to support 12 awards each year for third and fourth year
medical students to participate in a one-month clinical
rotation in geriatrics.

There are several other foundations as well that have
tekhoieledged the critical need_te improve the training of
physicians who conduct researdh in_aging, who diagnose and
treat older patients; and_whe teach other physicians in the
care of older patients. HOWeVer, no single foundation nor
even a pooling of all Of these foundation resources can fill
the gap in the numb-et% bf Physicians who will need to be
trained in order to dare for the increasing numbers of Older
patients in the poPulation. The need for geriatrid training
(and consequent Cost) far exceed the capacity Of feUndations
to respond.

Foundation support in this area iS Critidal in terms
of Stimulating pockets of research and training activity.
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whether it be through the vehicle of the mid-career training

sponsored by the Hartford Foundation, or through the creation

of research and training units as sponsored by the Dana

Foundation. However, these efforts must be encouraged to

multiply and grow at a much faster pace in order to meet the

huge demand for physicians who are knowledgeable and trained

in geriatrics.

The key element to expanding these training efforts is

embodied in the proposed bilI. The "Geriatric Physicians

Graduate MediCal Education Act of 1986" is intended to train

physicians who plan to teach geriatric medicine.

The Hartford Foundation is currently the only foundation

that supports the training of faculty through its approach

of mid-career retraining. However, the Hartford program

only produces eight trained physicians per year. The Brookdale

and Dana Foundation programs provide fellowship support for

research and clinical pursuits in specific areas of geriatric
medicine.

The proposed legislation represents an important step

toward insuring that there will be adequate numbers of faculty

to teach others in the critical areas of geriatrics. The

two avenues of support outIined,in_the bill, a one-year

retraining program for faculty in departMents of internal

medicine, family medicine and psychiatry, and:a two-year

internal medicine or family medicine fellowship program with

emphasia in geriatrics, will move us much closer to the

desired goal of having a critical mass of faculty in any one

institution capable of teaching and training others in the

field of geriatrics.

Thank you for your attention.
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Senator MATSUNAGA. Thank you very much, Dr. Paw Ism andMs. Guzman.
At this point, are you able to determine what the most prevalent

illnesses or diseaSeS are among the elderly?
Dr PANVLSON. I think_that we are just at the beginning of our

understanding of that There are _a number_of surveys that have
heen conducted by_ the National Center for Health Statistics, Na-tional Center for Health Services Research and the National InSti-tutes of Health that are now beginning just to provide us with in-
formation about our elderly population.

It is interesting that in years past, if _you were over 65 or espe-cially over 70, you Were not part most epidemiolosial studies. It Wasthought to be too difficult or not important. So we are just begin-
ning to sort of gather the kind of real data we need to look at notonly the things that cause death, but the things that cause the
major functional problem§ that elderly people experience.

nator MATSUNAGA. Alzheimer's disase, for example. Younever heard about Alzheimer's a few years ago, and now you hear
Alzheimer's disease, Alzheimer's disease. Do we really know how tocope with it?

Dr. PAwlsoisT. I think we are in many ways in long-term care and
in geriatrics, where the re§t of the world was 30 or 40 years ago, inlx=vrinning to kind of understand many diteases. I think _Mzhei-
mer's occurred in the Wrong place. If it would have occurred in the
hospital setting, we probably would know a lot more about it now.But it was hidden away in the nursing home and at home, and weare juSt beginning to get at diseases that seem to have their majorimpact in those settinV.

And_in terms of being able to either help in a meaningful way
victims of Alzheimer's chbeatie in terms of their care, we are just onthe cutting edge; in terms of trying to cure the disease, we are stilllost in the forest.

&nator MATSUNAGA. I will be 70 befDre too long, in a fewmonths, and according_to Stetigice, while in Washington, DC, I amliving on borrowed time; life expectancy here is 67.2. In Hawaii, I
still have a few years to go; it is 77.6 years there, I think.Now, since I am getting to that age, I fmd more and more thatperhaps my_ father was right. At age 82, people used to guess hisage to be 60. He had jet-black hair, and 1Decause he was_ judo in-structor, he was in good physical condition, and people used to askhim what his secret was.

He used to recite an old Japenege proverb: "A soul completelyimmersed in one'S work reflects a youthful face." And I have been
following that teaching of his: but then, I may not know the symp-toms of Alzheimer's ditiease.

What are the principal symptomt? How do you begin to knowyou are being overcome by eimer's disease?
_Dr. PAWLSON. It is a very difficult diseaSe to diagnose because wereally do not have any way short of a brain biopsywhich it prac-

tically impossible to do except at autopsyto make a absolutly cer-tain diagnosis.
Clearly, the problems of memory loss, and especially recent

memory loss, are one of the first ogns. The problem is that we allforget. I always tell my elderly patiots, "You know, when you are
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75 and you forget something, and think _you have Alzheimer's. I
forget things all the time, and on one has suggested that I have
that disease."

But the symptoms of marked recent memory loss, difficulty in
judgment, progressing to some behavioral problems, lack of recog-
nition of one's surroundings and so on, are some of the signs of Alz-
heimer's disease. But as I said, we do not really have a way of sort-
ing the Stage of Alzheimer's from the forgetfulness that all of us
have from time to time.

Senator MATSUNAGA. Well, I wish to thank you all for being so
patient with the subcommittee and for presenting such educational
testimonies. I am sure other members of the subcommittee will
read your testimonies and be influenced by what _you have to say
today in acting upon the bill pending before the subcommittee.

Thank you very much.
[Additional material supplied for the record followsl

116



113

AMERICAN 1619 MASSACHUSETTS AVENUE, NM.
ASSOCIATION WASHINGTON, O.C. 20036
OF DENTAL
SCHOOLS 202/667.9433

August 1. 1986

The Honorable Charles E. GrassIey
Chairman
Suboantittee on-Aging
Committee_on_Labor and Human Resources
United States Senate
SH-404 Hart Senate Office Winding
Washington, DC 20510

Dear Mr. ChairMani

On behalf of_our membem,_ I thank you for this opportunity
to_ptesent the views of the_American ASSOCiation of Dental Schools(WSJ on S. 2480,-the Geriatric Physicians Gradhate MedicalEducation Act of 1986;

The -PADS represents _a_ll_sixty dental schools in the UnitedStates4 along with a variety_of advanced edUCation,-hospital-based,and anxiliarydental-education programs._ We_are the-only nationalassociation exclusively concerned with issues affecting dentaleducation.

2fhe_introduction of this legislation_is a Welcome responseto the demand_ for specialized care of this cauntry!a elderly.As the demegraphics_otnUr
population change, health cax_e_p_rofes,sionals need special training to take care of the needs of ourolder citizens.

Of the_250_,000_ practicing physicians in_the United_States,there are aPproximateIy_700 trained in-geriatrics, _OY contrast:,of_the-127,000 practicing_dentists An_our country, _there areonly a few, perhaps twenty,
formallftrained in gatiatric dentistry,

There_AmZieply not enough dentists with_training_in_geriatricsto meet the patient detand for-zuch services, which is as pressingfor dentistry as it is for medicine.

S; _2489 would amend Section 788 of TitIe_m Of the Public
Health_ Servite_Act to-authorize additional funding_for trai4ihg
physicians who_pIan_th_ teach geriatrics. Many varied_prograngare-authorized in Section 788,_lowevex, most of the appropriatedfunds hava been awarded to_Gexiatric Eft-dation Centers, which
areLithatidiaciplinary training centexs_almed_at_training healthprofessionals in_geriatrics. There are currently twenty_centersin operation nationwide-. Although they are highly successful,
their impact on the overall need Int their services is negligible.
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The Honorable Charles E. Grassley
August 1, 1986
Page Two

As the elderly population increases, more people aged 65
and over will be -seeking dental care. More of them will have
retained their teeth through preventive programs, and_they win
be_more educated_with_a_higtiel awareness of_their_dentaI_require-
ments. They will demand care, but they will have special needs.
As with medicine, improper dental treatment or lack of dental
services can be-deadly.- This applies most strikingly-to medically-
compreadsed patients, the bedriddenuor those confined to long-term
Care _ facilities i_who_have_chronic heaIth_probIams_that_demand
special dental treatment available only from specially-trained
Practitioners. Even among the "well elderly", there will be
a greater incidence Of -oral disease, such-as periodontitis and
orea_cancer The_x_e_latiOn5hip_betVeen_functioned_dentition4
the digestive process, and_ nutritions and the interaction with
Prescription drugs and medical procedures is of utmost importance
to many of these citizens.

While nurrent_programsi Including the_Section 788_ Geriatric
Education Centers and the V.A. Geriatric Pellowshipsi have attempted
to address training in geriatric education, not enough attention
has been devoted to training a sufficient number of geriatric
dentists._ ThUs _the_AssoCiation_recommenda that S. 2489 be
amended to incl_;_de dentistry in its TTopsuled_authorization_of
new, targeted funds for educationand training grants in geriatrics.
Providing grants for dental schools and hospital-based and other
graduate_dental education programs is a necessary first step
to establish _getiatric _dentistry ar an integral component of
dental school curricula and postgraduate education.

We would be happy to answer questions you may have regarding
this statement, and to provide you with any additional information
you may need concerning our position.

We thank you again for the opportunity to present our views
on this very important isspe,-and respectively request that
these commente be included in the formai hearing record on thit
legislation;

Sincerely,

Obetwe_ 1

Richard D. Mumma, Jr.
Executive Director

s
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The AmeriCan PsychologiCal_ASsociatIOn (APA);_on behalf Of our 87,000
Members;_ls_pleased to preSent_thls stateMent for the_reCord_of the
Suhcolamlttees hearing on_rGerlatrIc_and GerontologIcal_EdUcation and
Training." We Commend Chairman Grassley_and the members of the Subcommittee
for their commitment to this Important Issue.

We wish to address our comments to the Geriatric Physicians Graduate
Medical Education Act of 1986. S. 2409.

S. 248%

The proposed legislation addresses the critical shortage of physicians
trained to treat the physical health care problems of older persons by
retraining certain medical school faculty members and by a geriatric
fellowship program for medical students. This shortage has been well
documented by the Rand Corporation, the Administration on Aging, and by the
testimony presented before this Subcommittee by Dr. John C. Beck.

We are pleased with this general effort. However, the APA Is concerned
that only medical school physician faculty will be eligible for retraining
In geriatrics under S. 2489. Medical school faculty members who are
psychologists will not be eligible for the retraining effort proposed by S.
2489. We view this as an unfortunate oversight that may have serious future
implications for highquality health care for older persons In this country.

The_APA believes it Is important to bring to the attention of the
Subcommittee the role that psychologists have played In the training of
Physicians. _PSychologists have held facUlty appointments in medical schools
for over_sixty years_and have served as_deans of medical schools, chairs and
actlng_chairs Of departments of psychiatry, medical_psychology, and
behavioral sclences.__There are Currently Over 1,800 psychologists employed
in medical schools,_the_majority of which held clinical/teaching positions.
Almost onehalf of these_faculty appointments are to_departments other than
psychiatry; such as departments of family medicine,Anternal medicine, and
neurology. Psychology_is_the only nonphysician health_profession to hold
clinical teaching positions comparable In responsibility and duties to
physician faculty.

Psychologists contribute an understanding of the developmental process,
the etiology and treatment of mental and nervous disorders, diagnostic and
assessment skills, knowledge of the psychological components of physical
Illness and the efficacy of behavioral medicine, and the use of emotional
and behavioral treatments.

Though many of the psychology faculty In medical schools have some
training In geriatrics, many do not. They 'Mare with their physician
colleagues the need for continuing education and retraining In geriatrics.

Fortunately, the majority of our aged population enjoys good health and
independence, but a number of disorders afflict older people which can
result In disability and institutionalization. Mental health disorders

120
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occur with greater fregUencY_among the elderly than in the non-aged adultpopulation. These condltIons often_acoodeanY Other functional disabilitiessuch as incontinence and_osteoPorosis;_various
ehronic_condittoni,

Malnutrition, and neurological disorders such as Al2heliiier's disease.

_ _ Rotearch conducted by the National_ InstitUte_on Aging, the National
institute Of Mental Health, the Veterans_AdmInIstration; and Others.
Indicates that dysphorla and major depressIveAlsorders_are SighifiCant
problems amend some elderly; that many persons with long,term_chrOnle Mental
dlsorders_hrid those with developmental dIsabilltles_are_noW lIVIrig Into old
age -- with genie joining the ranks of the_homeless_or_being "lest" in
nursing homasi_that the elderly have a high rate of suicide -- With men overthe age of 75 haVing,the highest rate of suicide of_all_age grOUOS -- bothyoung and oldi_and that alcohol abuse polydrug use_._and_MisUse Of,(or
confusion about) PreSdription drugs are all serious problems among the aged:
Psychologists are central te All these issues.

Physician are_now_the first and often only, entry pont for both
health and mental_health_servieet for the aged In this country. It Isessential that medical_studentS be ducated by facultY trained In
geriatrics. Psychologists; as active already members of the teaching
faculty of medical schools; should be Included In faculty retraining
programs.

, We know that psychologY_IS
currently not Included In Section 701(4) ofthe Public Health Service

Act fTitle_tfily._the health professions eligible/Or grants under Sectlon 788, which S: 2489 amends. However, Section701(14) of the Act specifIcallY_doeS
define psychology, and wis_created,, In1985, to establish psychologY

as eligible fer the Health Careers Opportunity
Program (H-COP).

_ The APA urges the Subcommittee to
InOlUde psychology directly in_the701(4)-list, or, alternatively.

to Include_Section 701(14) for the purposesOf S 2489, the geriatrics training InitlatiVe:

We thank the SubcomMIttee_for
the_oppertUrilty to expreis our views on_ _ _this IMportant proposed legislation._ The APA Will continue to .support_this

SUbOOMMIttee's efforts to improve the health Care Of thli nation's elderly.
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Senatnr MATSUNAGA. I do have an opening statement for inclu-
sion in the record.

We are adjourned.
[Whereupon, at 3:45 p.m., the subcommittee was adjourned.]
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